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Administrative Problem of the Autopsy 


WINFORD H. SMITH, M.D. 


lem in which the administrative officer of the 
hospital is interested which have been as- 
signed to other writers. 


Tins are many phases of the autopsy prob- 


For example, the administration is interested 
in “The Conduct of the Autopsy; the Statutes and 
Regulations Pertaining to the Autopsy; the 
Autopsy from the Standpoint of the Undertaker 
and a Critical Consideration of the Value of Post- 
mortem Examinations.” As these subjects have 
been assigned to others, I shall avoid discussion of 
them in so far as possible, but it will be necessary 
for me to touch upon various phases of these 
topics briefly in order to indicate clearly what the 
“administrative problem” involves. 


Another writer, speaking of the History of the 
Autopsy, will undoubtedly tell us that the over- 
throw of empirical medicine of the ancients came 
with the dissection and study of the anatomic 
structures of the human body nearly two thousand 
years after the establishment of scientific medi- 
cine by Hippocrates (460-377? B. C.). He will 
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also tell us that although the writings of Vesalius, 
Fallopius, Eustachius, Benivieni, Bonet, and many 
others contain many observations on morbid ana- 
tomic structure, Morgagni (1682-1771) was really 
the first to grasp the significance of pathologic 
anatomy. 


Later writers, such as Bichat, Corvisart, Laen- 
ne, Bright, Hodgkin, Rokitansky, Skoda, Vir- 
chow, Cohnheim, John Hunter, and others too nu- 
merous to mention have shown the importance of 
pathology in the development of medicine as a 
science. It is apparent, therefore, that the autop- 
sy furnishes the means by which it is possible to 
carry out such studies and has been a potent fac- 
tor in the development of our knowledge of dis- 
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ease, in fact, controls clinical diagnosis and 
therapy. 


Interest of the Clinical Staff Necessary to 
Justify Securing Autopsies 


The hospital administrator should have a def- 
inite and sympathetic interest in autopsies upon 
the bodies of those who die within the hospital. 
Why? Because history tells us of the important 
role which the autopsy plays in the further edu- 
cation of the clinician, as a check upon the quality 
of the clinical work within the hospital and be- 
cause the autopsy furnishes the only reliable basis 
for vital statistics. 


Does it always accomplish these results in all 
hospitals? Unfortunately, it does not. In many 
hospitals the clinicians show little or no interest 
in autopsies upon the bodies of those of their 
patients who die in the hospital. In many in- 
stances, but not all by any means, this lack of in- 
terest is due to the fact that a competent patholo- 
gist is not provided by the hospital and without a 
competent pathologist, the value of the autopsy 
from the clinician’s point of view is lost. 


In the Transactions of the American Hospital 
Association for 1921 under the heading, “Report 
of the Board of Trustees,” appears the following: 


“Whereas, It is universally agreed that a 
determination of the cause of death by autop- 
sy contributes greatly to the advancement of 
vital statistics, and in a large number of cases 
is extremely advantageous to the family of 
the patient for the protection of social rights 
and for hygienic purposes and that the prac- 
tice of routinely securing autopsies invariably 
results in bettering the medical work of the 
hospital, and 


“Whereas, The percentage of autopsies se- 
cured in many hospitals is so far below others 
that it can be explained only by indifference 
or neglect, be it 


“Resolved, That the trustees of the Ameri- 
can Hospital Association do urge upon the 
Association as a body, upon each member in- 
dividually, and upon hospitals in general, the 
necessity for diligent action on the part of 
physicians and surgeons practicing in hos- 
pitals to make every effort to secure the per- 
formance of autopsies in all cases of death in 
the hospital, and that hospital executives be 
held responsible for securing the perform- 
ance of an adequate number of autopsies in 
their institutions in order to insure the maxi- 
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mum benefit in the medical work of the insti- 
tution.” 


It is of interest to the administrator to discuss 
these points. 


While it is undoubtedly the responsibility of the 
hospital executive to cooperate to the fullest ex- 
tent in securing autopsies, it is doubtful if he 
should feel or accept responsibility for obtaining 
autopsies unless there is sufficient interest on the 
part of the clinical staff to justify such action. 
I am speaking now of the non-teaching hospi- 
tal. In the teaching hospital it is hard to be- 
lieve that the executive would find it necessary 
to take such responsibility, yet I have known 
of such instances. In the teaching hospital the 
pathologist needs the autopsy material whether 
the clinicians are interested or not. In the non- 
teaching hospital, indifference and lack of inter- 
est on the part of the clinician leave only two 
reasons why the executive should accept the re- 
sponsibility for promoting the obtaining of autop- 
sies. Those reasons are, that the indifference of the 
clinician might well be considered a good reason 
why the autopsy is needed as a check upon the 
quality of the clinical work, and, second, because 
of the presence of a pathologist who is interested 
in and capable of carrying on studies of disease 
which might well add to the knowledge of the 
cause, progress, diagnosis, and treatment of dis- 
ease. This is a function of the hospital which the 
hospital executive should always support and aid 
as legitimate and important. 


High Percentage of Autopsies Alone Will Not 
Insure Desired Results 


In line with these thoughts it seems to the 
writer that it is wrong to emphasize so strongly 
the importance of high percentages in autopsy 
performance. A high percentage of autopsies 
in a given hospital is of no value and has no real 
significance unless the autopsy plays its proper 
role in that institution as an aid to the clinician, 
as a check upon faulty clinical work, as an educa- 
tional factor, or as a means of competent, intelli- 
gent research. 


To accomplish these results the hospital must 
first have a competent pathologist and a coopera- 
tive and interested clinical staff. High percentage 
of autopsies alone will not insure these results, 
therefore, in the writer’s opinion, the emphasis is 
wrongly placed. The use which is made of the ma- 
terial, the interest of the clinical staff, and the 
competency of the pathologist are the important 
factors. If these conditions are properly met, the 
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percentage of autopsies will be satisfactory, pro- 
vided the administrator cooperates as he should 
and does not throw unnecessary restrictions 
around the autopsy. 


If the clinical staff is indifferent and lacking in 
proper interest in autopsies, the ability of the hos- 
pital executive to stimulate interest is question- 
able. The desirability of using the autopsy as a 
check upon the quality of the clinical work is also 
debatable. Should such a procedure be considered 
necessary, there would undoubtedly be many other 
reasons why the quality of the clinical work should 
be under suspicion, and if the organized staff does 
its duty it will not be necessary to resort to the 
autopsy as a check. 


Of course, the other side of the picture is that 
given a competent pathologist and an intelligent 
progressive clinical staff, the autopsy can be a 
great aid to the clinician, and of educational value, 
as well as a stimulus, to the resident staff and 
younger members of the visiting staff. For these 
reasons the importance of the autopsy can hardly 
be over emphasized. 


The argument is often used that it is the hos- 
pital administrator’s duty to assist in maintaining 
a high percentage of autopsies because the autop- 
sy findings furnish the only reliable and worth- 
while basis for vital statistics. In many, if not 
in almost all of the states, however, the autopsy 
findings are never reported to any authority com- 
piling vital statistics, therefore this argument is 
at present without force. 


The Autopsy From the Administrative Point 
of View 


From the administrative point of view there 
are several important matters to be considered 
with reference to the autopsy: 


Legal requirements 

Form of consent 

Person who should obtain the consent 
Attitude of family 

Methods used to obtain consent 

Fair dealing with undertakers 
Coroner’s cases 


Methods of conducting autopsies 
Technique 
Condition of body, etc. 


That the hospital administrator should know 
what the statutory and/or legal regulations and 
restrictions are with reference to performing 
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autopsies and that it is then his duty to see to it 
that those requirements and/or restrictions are 
met and complied with, needs no argument. He 
has no option and must be governed by those reg- 
ulations. : 


Method Used in Obtaining Consent 


Who should obtain the consent? In a study of 
this question made several years ago, the returns 
from a large number of representative hospitals 
showed that a member of the staff made the re- 
quest in 88 per cent of the hospitals contacted and 
that in the others the person making the request 
was the pathologist, the superintendent, or a com- 
bination of one or both of these with the physician. 


It would seem that the request should be made 
by the person most intimately in contact with the 
family, namely, the physician. This might mean 
the senior physician, a visiting physician, or a 
member of his staff. Obviously, one of the physi- 
cians in the case should be able to deal with the 
family in this matter better than anyone else be- 
cause the family will know of his interest in the 
individual before death and should have confidence 
in him. Furthermore, he should know the general 
attitude of the family and be able to judge as to 
the best method of presenting the request. 


The only reason why the superintendent should 
make the request is that he might feel that only 
in that way could he be sure that all the necessary 
steps were taken. Such an attitude, however, 
would seem to be an extreme one and in most in- 
stances entirely unnecessary in the presence of a 
competent and trustworthy staff. 


The administrator is definitely concerned in the 
methods used to obtain consent. His attitude 
should be that the family, and in the event there 
are no relatives then the friends, of the deceased 
have the sole right of decision as to whether an 
autopsy may or may not be performed. He should 
be concerned to see that methods of coercion are 
not used, that the family is not over-persuaded by 
threats that insurance papers can not, or will not, 
be filled out unless an autopsy is authorized. He 
should let it be known that the hospital expects 
the family to be dealt with fairly; that misrepre- 
sentation of the facts is not dealing fairly with 
the family. For example, it is not fair to say to 
the person from whom consent 1s sought that the 
autopsy only involves a slight incision, a nick in 
the skin or the slight enlargement of the operative 
incision. Furthermore, such statements are un- 
true. In any event, such methods can only bring 
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discredit upon the hospital and should not be tol- 
erated. 


. There are legitimate arguments such as the pos- 
sible benefit to the family arising from a complete 
knowledge of the cause of death, the possible ben- 
efits to other patients as the result of more accu- 
rate knowledge to be gained and the desire of the 
physician to be sure that everything possible was 
done to avoid the fatal result. If such arguments 
fail, the decision of the family should be accepted. 


This is not in accord with the policy advocated 
by some, that every patient should consent to an 
autopsy at the time of admission. In the opinion 
of the writer, such a policy is unwarranted no 
matter how much interest the hospital may have 
in autopsies. Furthermore, in some states, even 
though a person may give consent for an autopsy 
on his own body or give his body to the hospital, 
such consent is not recognized by law. 


There are certain formalities which should be 
complied with in order that the hospital may have 
a definite record of the essential facts indicating 
that permission for an autopsy was obtained from 
the next of kin or a responsible person whose right 
to grant permission under special circumstances 
could be established. Most hospitals have a print- 
ed form which states that consent for an autopsy 
has been granted, and designates the person by 
name who grants the permission and the relation- 
ship of such individual to the deceased. This form 
may require the signature of the next of kin or 
person having the right to grant such permission 
or it may merely require the signature of the per- 
son who obtains permission, who thereby certifies 
that he has obtained permission. 


From long experience, the writer believes that 
as a protection to the hospital it is desirable to 
have the signature of the person granting permis- 
sion but it is not absolutely necessary and often a 
person will grant permission but refuse to sign a 
permit. If the person obtaining permission 
signs a definite statement that he has obtained 
consent from a specified individual whose rela- 
tionship to the deceased is also specified that is 
generally all that is necessary, unless there are 
local statutes requiring the signature of the next 
of kin or other authorized party specifically des- 
ignated. It is desirable that this permit be for- 
mally approved by the administrative officer or 
his designated assistant as a further proof that 
every effort has been made to insure compliance 
with the law. This is also desirable as a check 
upon carelessness. For example, it not infrequent- 
ly happens that the person obtaining consent, par- 
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has no real authority to grant permission under 


the law. It is the administrator’s responsibility to . 


see that such errors are not allowed to pass with- 
out correction. Whether the executive’s approval 
is ordinarily obtained or not, if there is doubt as 
to the responsibility of the party giving the con- 
sent, the final decision should rest with the execu- 
tive officer of the hospital. 


Local regulations should govern the right to 
perform an autopsy upon the body of a person 
whose identity is unknown or whose body is un- 
claimed. In some states, if a body is unclaimed 
after a reasonable period, say four days, an autop- 
sy may be performed, but this is not true in all 
states. 


Let me repeat, because of its importance, that 
it is the duty of the executive officer of the hos- 
pital to know these facts and to be governed ac- 
cordingly, because the general rule is that the un- 
authorized autopsy of a dead human body is a 
tort, giving rise to a cause of action for damages. 


Form to Be Used 


It seems pertinent, at this point, to discuss the 
form to be used. There is no one form which is 
preferable to all others. Any form stating the es- 
sential facts and providing for the proper signa- 
tures will serve the purpose. The form reproduced 
here is in use in one institution and may serve as 
an example. 


The first section of the form shows that the 
nurse who accompanied the body to the morgue 
signs as to the disposition of the body in the 
morgue. 


The second section provides for the proper def- 
inition of the autopsy and the proper signatures. 


The third section provides a space to be filled in 
and signed by the undertaker removing the body. 


On this one sheet is a complete record of the 
handling of the body. This sheet may be pasted 
into the history or filed as a permanent record in 
some suitable place such as in the files of the 
pathologist or the administrative office. It is not 
necessary, of course, to have all three of these 
statements on one sheet; the simple autopsy per- 
mit may be handled separately if desired. 


On the reverse side is space for a clinical ab- 
stract for the information of the pathologist. 
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Form 8018. 
PATHOLOGICAL DEPARTMENT 


Body of (name of deceased) .............2006. 


OS pe ae Mate. cic Was placed in Room W or C.... 
Ws. oss eaaees i, eee OUR oss nc cas 
ROTM Srcy Oud Pode s acc nicieceats Nurse 


VERBAL PERMISSION FOR AUTOPSY 


I obtained permission on that an autopsy 
be performed at THE JOHNS HOPKINS HOSPITAL upon the 
body of 


Permission was given by (Name)... .cscccseeccenseees 
Whose relationship to the deceased was..............4+. 


ee) 


Restrictions placed upon autopsy.........cscccsccvecees 


Signed (doctor obtaining permission).................. 
Witness—I certify that the consent above mentioned was 
given in my presence and hearing: .............. Signed 
Approved Director or Asst. Director 


CERTIFICATION OF REMOVAL 


The above body of 
removed by undertaker 


ee 


Signed (by whoever gives body to undertaker).......... 
Signed” €6he wWaGertahee)y oon cc iS cee uk oo b Saciculoane 


DIRECTIONS ABOUT AUTOPSIES 


Two rooms are reserved for the reception of bodies in 
the morgue, marked respectively, White and Colored. The 
nurse accompanying the body to the morgue must sign the 
official blank above and return it to the front, where it 
will be retained until it is definitely known whether or not 
permission for a postmortem examination has been ob- 
tained. Whoever obtains this permission must also sign 
above and send it as an indication of permission to the 
doctor in charge of the Pathological Laboratory. 

The pathologists are directed not to recognize any other 
communication regarding autopsies. 

This blank is to be retained at the morgue until it has 
been signed by the undertaker, when it is to be returned 
to the Director’s Office. 





NO AUTOPSY WILL BE BEGUN UNTIL THIS CLINICAL ABSTRACT IS FILLED OUT 





Abstract of IMPORTANT Data in History, Physical 
Examination and Clinical Course: 


Obscure features requir- | 
ing further investigation } 
at autopsy 


Blood Picture: 
Temperature: 


Wassermann: 
Blood Culture: 


Spinal Fluid: 


Other Special 


ree Urine: 
Examinations: 


Clinical Impressien: 





Signature of Interns o60c.< ccdwctcnt cevetics 








Coroners’ cases present a problem to the admin- 
istrator. What constitutes a coroner’s case varies 
in different localities. The administrator should 
know what cases should be reported to the coroner 
according to local custom or law and see to it that 
these requirements are fully complied with. Fail- 
ure to insure this may be extremely unfortunate 
for all concerned. 


Fair Dealing With the Undertakers 


Then there is the question of fair dealing with 
the undertakers. The complaint is often made that 
the undertakers interfere with the obtaining of 
autopsies. This is undoubtedly true. But is there 
not often full justification for such attitude on the 
part of the undertakers? This is such a trouble- 
some question that I shall deal with it at some 
length. 


At a meeting of the Annual Convention of “The 


National Selected Morticians” a session was de- . 
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voted to the discussion of the subject, “Creating a 
Better Relationship Between the Medical and Mor- 
tuary Professions.” This was participated in by a 
representative physician and a _ representative 
mortician The mortician stated that their real ob- 
jections to autopsies were as follows: 


1 The time element 
He made the point that the time element 
often made embalming very difficult and 
often times prevented good results, for 
which the mortician is held responsible. 


2 The methods used in securing autopsies 
He made the point here that the family is 
often misled and does not expect the body 
to be mutilated by such long incisions and 
that the mortician is often blamed or con- 
sidered an accomplice. 


3 General autopsy technique (butchering) 





He stated that the pathologist oftentimes 
disregards entirely the problem of the un- 
dertaker and leaves the body in such a 
condition that proper embalming is prac- 
tically impossible as, for example, the im- 
proper ligating of main blood vessels and 
the removal of throat organs in such a 
manner as to obliterate the vessels sup- 
plying the face and head. 


Lack of cooperation between the two pro- 

fessions 
The point made here was that the medical 
professions pays little attention to the in- 
terests of the undertakers and that more 
cooperation might influence undertakers 
to take a more cooperative attitude con- 
cerning autopsies. 


The difficulties in embalming autopsied 

bodies 
It is stated in this connection that it takes 
twice the amount of time to embalm and 
prepare an autopsied body as compared 
with one not subjected to an autopsy. It 
is also stated that it is much more difficult 
to do a good job, particularly on the face, 
when the body has been subject to 
autopsy. 


There are unfortunately good grounds for these 
objections. The undertakers also have grounds 
for other complaints. Every hospital administrator 
knows that not infrequently the undertaker will 
arrive at the hospital to obtain the body and find 
it is being held pending efforts to obtain consent 
for an autopsy. If the undertaker in the case is 
known, he should be notified of the desire to delay, 
thus saving him a wait at the hospital or an extra 
trip. Then again, he is oftentimes kept waiting 
for the death certificate because the physician has 
failed to fill it out. Oftentimes such delays are of 
considerable duration. 


It is little wonder that many institutions have 
difficulty with undertakers when their convenience 
and their interests receive so little consideration. 
It is not only poor policy on the part of the hos- 
pital to allow such practices but it is unfair and 
inexcusable. 


When the body leaves the ward or room to go to 
the morgue it should be properly cleansed and 
properly prepared for the undertaker. This pro- 
cedure has nothing to do with the possibility of 
an autopsy. The point is that great pains are taken 
to properly prepare the body before it goes to the 
morgue. Is the same careful type of technique 
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used in cleansing and preparing the body after an 
_ autopsy? It is just as important that this be 
done then as in the first instance and even greater 
pains may be necessary. 


Technique of the Autopsy 


We come now to consider the technique of the 
autopsy. This will vary somewhat, according to 
the individual preferences of the pathologist. It 
is only necessary here to state that as far as pos- 
sible, considering the nature of the operation, the 
whole attitude in the autopsy room should be one 
of respect and consideration for the body of the 
deceased patient. In closing the body, clean and 
suitable material should be used to fill the body 
cavity and the incision should be closed with as 
much care as that in a surgical operation. The 
body should be turned over to the undertaker in 
good condition as promptly as possible. Unneces- 
sary delay is unwarrantable. 


In some institutions, provision is made for em- 
balming autopsied bodies by a licensed embalmer 
provided by the hospital. The only reason for this 
is to make sure that the body is properly em- 
balmed in the event it should fall into the hands 
of an undertaker who does not know how to em- 
balm an autopsied body. 


Where such service is provided by the hospital, 
those who are seeking permission for an autopsy 
should carefully avoid using the fact that the hos- 
pital does the embalming as an argument for an 
autopsy on the ground that the expense of em- 
balming is thus saved. This is not fair to the un- 
dertaker because, oftentimes, his work is ren- 
dered more difficult, rather than less, and the hos- 
pital should not appear to be in competition with 
the undertakers. 


These are the essential points in the autopsy 
problem as affecting the hospital administration. 
In summary, the administrative problem is mainly 
to safeguard the hospital against criticism or suits 
due to failure to comply with the law pertaining 
to autopsies. Perhaps of equal importance is the 
desirability of insuring that all of the acts con- 
nected with securing permission for, and the per- 
formance of, the autopsy are characterized by a 
respectful attitude toward the deceased patient’s 
body ; considerate and courteous treatment of the 
family and friends, according their wishes due 
consideration; the use of careful autopsy tech- 
nique in the final preparation of the body; and 
lastly, considerate and fair treatment of the un- 
dertaker. 
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Hospital Care for the Needy 
Relations Between Public Authorities and Hospitals 


With special reference to the use of tax funds for the care in nongovernmental hospitals of patients 
who are public responsibilities 


Hospital Association and the American 

Public Welfare Association has been at 
work for some time upon the subject of hospital 
care for the needy, on the general principle that 
public funds may be used for the care of the 
needy sick in hospitals as appropriately as for 
general relief, without in either case displacing 
nongovernmental hospitals and relief agencies 
from their charitable functions. 


A JOINT COMMITTEE of the American 


In 1937 the two Associations officially adopted 
a statement of general policy concerning the use 
of tax funds for the care of the needy sick in 
nongovernmental (voluntary) hospitals. This 
statement is published herewith. (Number I.) 


As result of this publication, it appeared that 
public officials and hospital administrators would 
welcome some detailed suggestions for carrying 
out this general policy effectively. In the autumn 
of 1937, therefore, the Joint Committee undertook 
to prepare statements on three specific subjects, 
namely: 


Hospital Standards 
The Per Diem Rate 
Determining Financial Eligibility 


These statements are also published herewith. 
(Numbers II, III, IV.) They have not, however, 
been submitted for official adoption to the gov- 
erning bodies of the two Associations, since it is 
believed that they should be widely circulated for 
comment and criticism before they are the sub- 
ject of official action. It is hoped that they will 
thus ultimately include and reconcile all points of 
view. 


While these statements have been prepared 
with welfare officials primarily in mind, it is be- 
lieved that they may be useful to officials of other 
governmental departments who are often charged 
with responsibilities for providing medical care. 


Comments on these statements are invited from 
public officials and from hospital administrators, 
physicians, public health officers, medical-social 
workers, and others who may be interested, and 
should be sent to the Chairman of the Joint Com- 
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Joint Committee 
@ Michael M. Davis, Ph.D., New York City—A.H.A., 
Chairman. 
Robert T. Lansdale, New York City—A.P.W.A. 
Rev. Joseph S.-O’Connell, New York City—A.H.A. 
George O’Hanlon, M.D., Jersey City, New Jersey— 
A.H.A. 


Stanton M. Strawson, Valhalla, New York—A.P.W.A. 
Gertrude Sturges, M.D., Wakefield, Rhode Island— 
A.P.W.A. 








mittee, Michael M. Davis, 9 Rockefeller Plaza, 
New York City. 


I Relations Between Public Authorities 
and Hospitals 


Introductory Statement 


The need of hospital care for persons unable 
to pay for it out of their own resources raises the 
question of the facilities available for such care 
in various communities throughout the United 
States, and of the sources from which the costs 
of the care are to be met. 


Certain facts as to hospital facilities should be 
stated (1936 figures). 


The general hospitals of the country (exclud- 
ing the special hospitals for mental diseases, tu- 
berculosis, etc.) are in part maintained by gov- 
ernments, chiefly city and county, and in part 
by voluntary agencies. The governmental gen- 
eral hospitals (excluding those provided by the 
federal government for veterans and other spe- 
cial groups) constitute 12 per cent of the hospi- 
tals and provide 23 per cent of the beds. The non- 
governmental hospitals constitute 83 per cent of 
the number of general hospitals and furnish 68 
per cent of beds. 


The distribution of facilities according to coun- 
ties gives a better picture of the situation. There 
are 3,073 counties in the United States. In 43 
per cent of these counties, having a population of 
44,000,000 or about 36 per cent of the whole popu- 
lation of the country, there are no governmental 
hospitals at all. In 5 per cent of the counties, 
having only about 3 per cent of the population, 
the provision of general hospital care is entirely 
in governmental hospitals. 


In 296 counties (nearly 10 per cent of all coun- 
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ties), having 46 per cent of our total population, 
both governmental and nongovernmental general 
hospitals are found. Especial attention should be 
directed to these counties, which are found in al- 
most all of the states and which include most of 
the counties containing large cities. In these 296 
counties, the nongovernment beds constitute about 
two-thirds of the total provision, the government 
beds about one-third. The government beds are, 
however, relatively concentrated in a compara- 
tively limited number of centers, so that in 25 
per cent of these 296 counties, the government 
beds constitute less than one-fourth of the total 
local provision, and in two-thirds of the counties 
the government beds constitute less than one-half 
of the total. 


The capital investment in all general hospitals 
(with a total of about 450,000 beds) is about two 
billion dollars, an average of between $4,000 and 
$5,000 per bed. As will be seen from the preced- 
ing statement, the larger part of this costly in- 
vestment is in nongovernmental hospitals. 


With these facts in mind, conferences have been 
held between representatives of the American 
Public Welfare Association and the American 
Hospital Association concerning the relations be- 
tween hospitals and public welfare authorities, 
and particularly with regard to the hospital care 
of persons who are public charges or who are un- 
able to pay for hospital care. It is taken for 
granted as a sound principle of public policy that 
in so far as governmental hospital facilities are 
available in a community, public funds for the 
hospital care of the sick shall be expended in the 
public agency. 


The following statement of general policy was 
approved in 1937 by the governing bodies of both 
associations. 


Policies Concerning the Use of Tax Funds 
for Nongovernmental Hospitals 


1 It is recognized that the provision of gen- 
eral hospital beds by local governments in the 
larger cities is generally insufficient to meet the 
needs for free or low-pay hospital care; and that 
in the great majority of small cities and towns 
there are no governmental hospitals and these 
localities must depend on voluntary hospitals, in 
which a large investment for building and equip- 
ment has been made. 


2 It is recognized that the use of tax funds 
from local governments to pay voluntary hospitals 
for the care of public charges is a widespread and, 
under some local conditions, a reasonable policy. 


3 It is the unanimous belief that such pay- 
ment to hospitals should be on the basis of service 
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actually rendered, and that payment in a lump 


. sum or subsidy basis is undesirable. 


4 Public welfare officials will find it advan- 
tageous to deal with the hospitals of their com- 
munity jointly. The experience of local public 
officials indicates that this can best be accom- 
plished through the organization of hospital coun- 
cils within each community or political unit of 
sufficient size. Where, because of the smallness 
of the community or for other reasons, hospital 
councils are not practicable, public officials may 
wisely suggest that the local hospitals constitute 
a committee to represent them jointly in confer- 
ences with public authorities. 


5 Public officials should recognize that good 
hospital service is increasingly complex and 
costly ; that a high standard of care of patients is 
important that an ultimate economy should ap- 
preciate the close relation of hospital service to 
general medical practice and to public health. 


6 The hospitals on their side should recognize 
the advantages of presenting a united front to 
the community concerning their needs; of avoid- 
ing internal dissension and competitive action 
which would lower standards of service. The 
public-spirited citizens on voluntary hospital 
boards should present their case to governmental 
officials without a competitive attitude and from 
the point of view of community needs. 


7 Both the public officials and the hospitals 
of each community should recognize that the rate 
of payment for service must be adjusted through 
conference as the result of numerous considera- 
tions which will vary among communities, and 
that no fixed simple formula controlling rate of 
payment can be generally applied. 


8 Voluntary hospitals, through hospital coun- 
cils or otherwise, should cooperate with other 
community forces in an honest effort to control 
future expansion of bed capacity beyond com- 
munity requirements. Excessive new building 
by individual institutions has not infrequently 
led public officials to indicate that any payment 
to voluntary hospitals would tend to encourage 
further unnecessary expansion. 


9 In seeking payment from public sources, 
hospitals must recognize that the accepted policy 
today is to the effect that public funds should be 
expended through public authorities; that some 
control or supervision of accounts, procedure for 
charging, and admission of public charges must 
be expected by voluntary hospitals when they are 
dealing with governmental units or requesting 
funds from them. 


10 The utilization of voluntary hospitals for 
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the care of indigent persons at public expense re- 
quires, furthermore, encouragement by public 
officials and by the hospitals themselves of uni- 
form accounting systems and of high standards, 
such as those required for the approved lists of 
the American College of Surgeons. 


II Hospital Standards* 


Principles for the determination of standards 
which public authorities should apply for the 
admission of local nongovernmental hospitals 
to the list of those eligible to receive and be 
paid for the care of public charges 


In the statement of general policy approved in 
1937 by the governing bodies of the American 
Hospital Association and the American Public 
Welfare Association, paragraphs 9 and 10, quoted 
below, contain their recommendations in regard 
to supervision of hospitals and the imposition of 
standards: 


“In seeking payment from public sources, hos- 
pitals must recognize that the accepted policy to- 
day is to the effect that public funds should be 
expended through public authorities; that some 
control or supervision of accounts, procedure for 
charging, and admission of public charges must 
be expected by voluntary hospitals where they are 
dealing with governmental units or requesting 
funds from them. 


“The utilization of voluntary hospitals for the 
care of indigent persons at public expense re- 
quires, furthermore, encouragement by public 
officials and by the hospitals themselves of uni- 
. form accounting systems and of high standards, 
such as those required for the approved lists of 
the American College of Surgeons.” 


The American College of Surgeons regularly 
' inspects all general hospitals of 25 beds and over 
and publishes yearly a list of those which are 
approved. Consequently, information as_ to 
whether or not a hospital meets the minimum 
standards of this organization is readily avail- 
able. In communities in which an adequate num- 
ber of beds can be furnished by hospitals on the 
approved list, hospitals not approved by the 
American College of Surgeons should not be util- 
ized. Voluntary non-profit hospitals should be 
used as far as available. Proprietary hospitals 
may be considered for use when local conditions 
require. 


“It is taken for granted as a sound principle 
of public policy that in so far as governmental 
hospital facilities are available in a community, 
public funds for the hospital care of the sick shall 
be expended in the public agency.” 





*Prepared by the Joint Committee, May, 1938, and published 
for comment and criticism. Not yet officially adopted. — 
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In communities in which the number of beds in 
approved hospitals is insufficient to meet the 
needs for the hospitalization of public charges, 
representatives .of the public authorities and of 
the approved hospitals may agree jointly as to 
the utilization of beds in unapproved hospitals, 
if the latter show a desire to improve their stand- 
ards and to submit to supervision. In communi- 
ties in which there are no hospitals on the ap- 
proved list of the American College of Surgeons, 
the public authorities should seek professional 
advice from those informed about hospital stand- 
ards, such as the county or state medical socie- 
ties, the state representative of the American 
College of Surgeons, or representatives of local, 
state, or national hospital associations. In some 
communities where there are no hospitals or 
where the existing hospitals provide a very in- 
adequate type of service, public authorities have 
made arrangements to utilize beds in approved 
hospitals in adjoining counties or states. 


In communities wherein the number of ap- 
proved hospitals and beds is more than sufficient 
for public charges, additional requirements be- 
yond the minimum standard of the College of 
Surgeons may be determined by the public author- 
ity after consultation with the hospitals in order 
to promote the best care and the most efficient 
administration. 


In those states and cities in which aid to vol- 
untary hospitals from public funds has been most 
successfully administered, fund-giving authori- 
ties have expected that the participating hospitals 
meet certain minimum requirements. They have 
also required explanation of the methods of com- 
puting costs and, when necessary, sufficient in- 
spection of records to ascertain that bills rendered 
for public charges are for the actual treatment 
of patients for the number of days indicated. 


Nongovernmental hospitals which receive pub- 
lic funds must expect that the public departments 
responsible will expect satisfactory standards of 
service; and also will take whatever steps are nec- 
essary to insure that the sums of money requested 
have actually been spent. Checking of accounts 
and inspection of records will, of course, be neces- 
sary. Comparable systems of accounting are de- 
sirable in order that costs may be more readily 
ascertained. The only hospitals which will resent 
such requirements are those which do not already 
conform to accepted standards. Utilization of 
comparable methods of accounting will be advan- 
tageous to all hospitals because they will make 
possible comparative studies of services and costs 
of value to all concerned. 


The following statements of policy present the 
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principles which underlie the discussion in the 
preceding paragraphs: 


1 Nongovernmental hospitals utilized for the 
care of persons as public charges should 
meet at least the minimum standards re- 
quired for hospitals on the approved list of 
the American College of Surgeons. Addi- 
tional requirements may be made by local 
action. 


2 In communities where the number of beds 
in approved hospitals is insufficient, the 
public authorities and the approved hospi- 
tals may agree jointly on the utilization of 
additional hospitals, provided these hospi- 
tals agree to conform to acceptable stand- 
ards of service and to submit to inspection. 


3 In communities where there are no hospi- 
tals on the approved list of the American 
College of Surgeons, public authorities 
should seek professional advice from those 
informed about hospital standards, such as 
the county or state medical societies, the 
state representative of the American Col- 
lege of Surgeons, or representatives of hos- 
pital associations. 


4 In communities without hospitals, public 
authorities should consider the possibility 
of utilizing beds in approved hospitals in 
other cities or towns. 


5 The use of comparable systems of account- 
ing by the hospitals is a reasonable require- 
ment and should be effected as soon as feasi- 
ble. 


6 All hospitals should recognize that the gov- 
ernment authorities from which funds are 
received must make necessary inspections 
and will require reports of services and 
costs. 


III The Per Diem Rate* 


Principles for the determination of the per 
diem rate of payment by public authorities 
to nongovernmental hospitals for the care of 
public charges. 


In the statement of general policy approved in 
1937 by the governing bodies of the American 
Public Welfare Association and the American 
Hospital Association, a major point (Number 3) 
was the following recommendation in regard to 
the method of payment to nongovernmental hos- 
pitals for the care of public charges: “It is the 
unanimous belief that such payment to hospitals 
should be on the basis of service actually ren- 








*Prepared by the Joint Committee, May, 1938. and published 
for comment and criticism. Not yet officially adopted. 
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dered, and that payment in a lump sum or sub- 
sidy basis is undesirable.” Descriptions of hos- 
pital programs in various sections of the country 
indicate that the per diem method of payment is 
most generally utilized. The summary of Nelle 
L. Williams’ study** of public welfare agencies 
and hospitals contains the following statement: 
“Though lump sum appropriations are still made 
direct to the hospital in a few places, it is signifi- 
cant that in two of the larger centers the hospi- 
tals and local officials report that these appropria- 
tions are the subject of discussion as to the pos- 
sible desirability of discarding such arrange- 
ments.” 


Reports from both welfare and hospital sources 
show that problems such as the following have 
frequently arisen: 


1 Competitive bidding between different hos- 
pitals in the community to secure cases 
from welfare authorities. 


2 Selection of hospitals by welfare authori- 
ties on basis of low cost alone, disregarding 
quality to save money. 


3 Fear on the part of both hospital and _wel- 
fare authorities that the other agency is 
attempting to drive a shrewd bargain. 


4 Disagreement between the welfare authori- 
ties and the hospitals as to what constitutes 
a “fair” rate. 


5 Dissatisfaction on the part of the welfare 
authorities when the method of payment 
allows “extra” charges in addition to a fixed 
per diem rate. 


The principle of dealing cooperatively with the 
hospitals instead of bargaining with them indi- 
vidually was approved in point 4 of the statement 
of general policy previously mentioned: ‘Public 
welfare officials will find it advantageous to deal 
with the hospitals of their community jointly.” 
There are also circumstances when several public 
authorities may have to deal with one hospital, 
as when a hospital in one county or township re- 
ceives cases from neighboring jurisdictions which 
contain no hospitals. Point 5 in the same state- 
ment of policy, emphasizes the necessity for rec- 
ognizing that good hospital service is increasingly 
complex and costly and that high standards for 
the care of patients are essential. 


It must be recognized that considerable varia- 
tion in the costs of care for patients will be found 
even among hospitals in the same community. 
Size, percentage of occupancy, the predominant 
type of medical service offered, the economic 


**Nelle L. Williams, Public Welfare Agencies and Hospitals 
(Chicago: American Public Welfare Association, 1937.) 
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groups of patients served, and the inclusion of 
the costs of professional teaching or research all 


affect per diem costs. Since the cost of caring 
for patients with chronic conditions are, after an 
initial period, generally lower than for acute 
cases, public officials may expect to pay and hos- 
pitals may expect to receive a lower rate for pa- 
tients who remain in a hospital longer than a 
certain period, such as sixty days. The difference 
between the acute and the chronic per diem rates 
and the determination into which category special 
cases should fall (irrespective of length of stay) 
should be matters of local negotiation. 


Measures for the control of length of stay and 
for the review of cases in which justification is 
questioned, will have to be established in the in- 
terest of economy. 


Governmental authorities should appreciate 
that according to accepted hospital practice, it 
is reasonable to compute length of stay as includ- 
ing the day of admission but not also the day of 
discharge or death. 


Whenever locally feasible, patients should have 
choice among the hospitals which are available 
under the existing agreement. 


Hospitals cannot expect that the governmental 
authority charged with the expenditure of public 
funds will pay rates based on the estimated costs 
of individual hospitals. Such a procedure would 
result in a different rate for each hospital, and 
local competition on a price basis. It is essential 
that a uniform rate of payment be utilized within 
a city, county, or other governmental area. A uni- 
form rate for a whole state is not reasonable as 
conditions frequently vary widely among locali- 
ties. 


Because of differences in methods of cost ac- 
counting and in the allocation of overhead, the 
determination of the per diem cost of care is 
frequently difficult. This situation is particularly 
true in a hospital which offers varied classes of 
service. The adoption of uniform or, at least, of 
comparable methods of accounting is highly de- 
sirable. Under these circumstances the hospitals 
would be able to compute their costs on a similar 
basis. The system of hospital accounting officially 
adopted by the American Hospital Association, 
can be commended to all hospitals. The services 
of Sisters and others not receiving salaries but 
giving their full time to the hospital should be 
evaluated at a fair rate in determining operating 
costs. 


The per diem rate should be a flat rate includ- 
ing all charges for necessary laboratory work, 
x-rays, special nursing, and other services. Ex- 
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ception may be made of a very few unusually 
expensive services which occur infrequently, such 
as blood transfusions. With this exception, the 
rate adopted should include all extra charges. 
Hospitals should recognize the great simplicity 
from the administrative standpoint made possible 
by a flat and inclusive rate. They should appre- 
ciate that the addition of special charges would 
require that governmental officials, in the exer- 
cise of their responsibility for expending public 
funds, would have to review many cases in detail, 
inspect hospital records, etc. A fair per diem 
rate may be considered one which is neither as 
high as that of a hospital in which low occupancy, 
or special services and procedures result in pro- 
portionately higher costs, nor as low as that of a 
hospital rendering a poor quality of service in 
which costs are below the average because of in- 
adequate equipment and insufficient and _ill- 
trained personnel. 


The relations between state and local govern- 
mental authorities often need sto be taken into 
account. In general, state authorities should rec- 
ognize the differing local conditions. which exist 
within most states, and should recognize and en- 
courage agreements made by local officials with 
local hospitals. 


The following principles have been drawn up 
as a guide for both public authorities and hospi- 
tals in the establishment of harmonious coopera- 
tive relationships and the determination of fair 
rates of payment: 


1 The voluntary hospitals in a community 
should agree to act jointly in all negotia- 
tions leading to payment by governmental 
authorities for the hospitalization of public 
charges. Such joint action can best be 
achieved by a formal, or informal, commit- 
tee, composed of representatives of the vari- 
ous hospitals. In communities of sufficient 
size this may well be a permanently organ- 
ized Hospital Council. 


2 Public authorities, on the other hand, should 
adopt the policy of negotiating with hospital 
representatives as a group and should not 
treat with hospitals individually in setting 
the rates. 


3 Public authorities should bear in mind that 
public charges are entitled to a high stand- 
ard of care and that per diem rates must be 
high enough to permit this type of service. 


4 Public authorities should recognize that hos- 
pitals cannot assume the responsibility of 
caring for public charges if the remunera- 
tion for that care is too small to enable them 
to maintain a satisfactory financial status. 
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5 Hospital authorities, on the other hand, 
must not expect the government to pay rates 
significantly higher than would result from 
the equipment and maintenance of beds for 
the same type of patient in a governmental 
hospital. 


6 Community support previously received by 
hospitals and the amount of free service 
given in the years preceding the arrange- 
ments with public authorities, should be 
taken into consideration in determining the 
per diem rates and the allocation of cases. 
Voluntary hospitals should continue to seek 
community support on the basis of charita- 
ble service supported from voluntary funds. 


7 Each hospital should compute the costs of 
care for patients in so far as practicable on 
a basis of computation which is similar to 
that used by the other hospitals in the com- 
munity. 

8 Extra services, with the possible exception 
of blood transfusions should be included in 
the per diem rate. 


9 The hospital representatives should agree 
among themselves on a tentative uniform 
rate which they should present to the pub- 
lic authorities as a basis for negotiation. 


10 Governmental authorities, on the other 
hand, may be expected to request full in- 
formation concerning the methods of com- 
puting costs which led to the establishment 
of the proposed rate. 


IV Determining Financial Eligibility* 


1 Agreements concerning standards of eligi- 
bility for tax-supported care should be developed 
through local conference between public officials 
and representatives of hospitals and the medical 
profession. 


Maximum participation in working out plans, 
and mutual exchange of full information are the 
best possible insurance against claims on the one 
hand that persons who could afford to pay are 
being authorized for care at public expense, or 
on the other hand, that essential hospital care is 
being unreasonably denied to needy people. 


Situations involving misunderstanding, dupli- 
cate investigations, and the like, need not arise 
if the whole plan of admitting patients as public 
charges is arrived at by conference between all 
interests and agencies that are concerned. Steps 
should be taken to keep individual doctors and 
agencies fully informed regarding all procedures, 


*Prepared by the Joint Committee, May, 1938. and published 
for comment and criticism. Not yet officially adopted. 
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including local laws and the exact methods fol- 
lowed in determining eligibility. 


2 Need for medical care should be determined 
by the physician. 


3 Eligibility for care at public expense should 
be determined by the governmental agency re- 
sponsible for payment. 


4 Decision concerning financial eligibility for 
care at public expense should be reached after in- 
vestigation and consideration of the following fac- 
tors for each individual case. 


(a) Pertinent Laws and Ordinances 


The acceptance of an individual for public care 
necessarily depends upon his eligibility under the 
provisions in state laws and local ordinances, as 
well as upon his financial status. Local or state 
residence, for example, is often a prerequisite to 
assistance. Whether this assistance is rendered 
by state, by county, or by city authorities, may 
depend upon the type of service required. It is 
important, therefore, that the laws and ordi- 
nances relating to public assistance be familiar 
to hospital personnel as well as to public authori- 
ties. 


The principle that poverty alone shall not de- 
prive people of necessary medical care has been 
incorporated in the public welfare laws of many 
localities. Medical care is ordinarily provided 
for people who are unable to pay for such care 
at minimum rates without depriving themselves 
or their families of the basic necessities of life, 
and whose legally responsible relatives’ are like- 
wise unable to pay for such care. 


Hospital care at public expense should not in- 
volve a pauper status, nor should eligibility for 
such care require a pauper’s oath or .its equiva- 
lent. 


(b) Budget sufficient to provide a reasonable 
standard of living, according to the size 
and composition of the family 


To determine eligibility in a way that is fair 
both to the recipients of relief and to the taxpay- 
ers, a carefully worked out budget should be uti- 
lized. It must, however, be recognized that an 
illness requiring hospital care often arises unex- 
pectedly and that the costs of such illnesses can- 
not be covered by a budget which would be suffi- 
cent for all the regularly recurring or predictable 
expenditures of a family. 


The budget should be based upon the actual cost 
of meeting the reasonable requirements of health 
and decency in the particular community at a 
given time. It is essential that it be flexible, in- 
cluding the amounts required to cover essential 
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needs for families of various sizes and age com- 
positions. It is also essential that the budget be 
revised periodically, as living costs change locally. 


(c) Family income and assets; liabilities 
and responsibilities 


The public official’s problem of determining 
which persons in his community he can legiti- 
mately authorize to receive hospital care at pub- 
lic expense is not essentially different from his 
problem of determining people’s financial eligibil- 
ity for other essentials, such as food, shelter, and 
clothing; although all concerned must realize that 
in addition to the people who require general re- 
lief, there are others with incomes that render 
them self-supporting while in health, but are in- 
sufficient to meet the costs of hospital care. 


The public official’s decision as to whether a 
family has sufficient resources to meet a minimum 
budget should rest on a thorough social and finan- 
cial investigation conducted by competent social 
workers. The investigation should include a rea- 
sonable check of all financial resources of the in- 
dividual and the family, including not only cur- 
rent earnings, but insurance, bank accounts, real 
estate, etc. 


An intelligent decision as to whether people can 
really meet their own essential needs, including 
hospital care, cannot be entirely subjected to rule 
of thumb methods. For example, the ownership 
of property is not by itself evidence that a family 
can meet its own needs. This would depend upon 
the actual equity in property and whether money 
or credit could really be obtained. Likewise, own- 
ership of an automobile may be necessary to the 
individual’s employment or that of a member of 
his family. 


It should be borne in mind, moreover, that ex- 
haustive investigation may sometimes be more 
costly than the results would justify. 


Investigation by more than one agency should 
be avoided. When a responsible public official or 
voluntary social agency with acceptable standards 
has already determined that an individual is eligi- 


ble for general relief, there can be no question © 


about financial eligibility for hospital care at pub- 
lic expense. 


(d) Probable cost of the necessary diagnosis 
and treatment 


In order to determine eligibility for care at pub- 
lic expense it is necessary to take into account the 
cost of needed hospital care, including physicians’ 
services, if these are to be met by the patient him- 


August, 1938 


self. To this end, the physician or agency recom- 
mending hospital care should give the responsible 
public official as clear a statement as possible of 
the probable cost involved, based on the nature 
and probable duration of the illness and the kind 
and probable amount of treatment needed. 


5 Hospital care at public expense should be 
authorized on an individual case basis by the gov- 
ernmental agency responsible for payment. 


As far as practicable, no patient whose care is 
to be a charge on public funds should be admitted 
to a hospital without the prior authorization of 
the public agency responsible for his support. 
Public officials should recognize, however, that 
bona fide emergencies occur which make prior 
authorization an impossibility. 


Unless all details are prescribed by law, a pro- 
cedure covering the admission of emergency cases 
should be worked out by joint conference between 
the public official, and representatives of the hos- 
pitals and the medical professions. Such a pro- 
cedure would probably call for notification of the 
public official within a fixed period after admis- 
sion of the emergency case. The acceptance of 
such cases as public charges would depend upon 
the results of the subsequent investigation. Fu- 
ture misunderstandings can be avoided by work- 
ing out a general definition of emergency care 
and reaching an agreement as to the types of 
cases which can justifiably be admitted without 
prior authorization. The question of whether an 
individual case is emergent is necessarily deter- 
mined by the physician responsible for the pa- 
tient. 


A mutually satisfactory procedure should also 
be worked out for referring for investigation as 
public charges, individuals who enter hospitals as 
pay patients, but who cannot meet their pay- 
ments because of the unexpected duration of ill- 
ness or for other reasons. In some of these cases, 
evidence may point to eligibility for public care. 
Such circumstances may call for the acceptance 
of these cases as public charges from the date of 
admission, subject to the results of investigation. 


Whatever plan is adopted for referring cases 
already admitted, hospital authorities should be 
‘scrupulous in referring to public officials only 
patients who there is real reason to believe-may 
be legitimate public charges. If the hospital 
should slip into the habit of routinely referring 
every patient who does not pay his own bill, the 
public official would soon come to believe that his 
office is being used as a collection agency for the 
hospital. A help in avoiding this source of diffi- 
culty is the use of a reference form on which the 
hospital inserts the evidence at hand, pointing 
towards the patient’s eligibility for public care. 
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Public officials should recognize that the hospi- 
tal would be within its right in refusing to accept 
a case as a public charge if there is proof that a 
patient could afford to meet the cost of his own 
care on a private basis. 


Hospitals and out-patient departments have 
had long experience in determining eligibility for 
free hospital and clinic care and have developed 
standards of determining eligibility which can be 
studied to advantage by public officials. A sum- 
mary of these standards and of the outstanding 
studies of ability to pay the costs of sickness was 
published in 1928 as a report of the Out-Patient 
Committee of the American Hospital Association.' 
The introductory section of this report also made 


_jAmerican Hospital Association, Report of the Committee on 
Out-Patient Work. Bulletin 73. Chicago, Illinois, 1928; pp. 
8-10, and 1. 





reference to the standards of out-patient work 
-adopted by the American Hospital Association in 
1926 and quoted the following two paragraphs 
relating to the admission of patients: 


“In determining the admission of individual 
cases to an out-patient clinic, three factors need 
to be looked into with due consideration of local 
community conditions; namely, the income of the 
patient or family, the size and responsibilities of 
the family according to a reasonable standard of 
living, and the character and probable cost of 
adequate medical treatment for the disease or 
condition found. 


“The gathering of social and financial informa- 
tion necessary to determine admission under the 
above policy should be performed by a person with 
training in social work.” 
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Vacations and Sick Leave 


There is a definite trend in industry toward rec- 
ognizing vacations for employees, even in the low- 
er brackets, as an essential element in effective 
personnel management. Hospital employees are 
about equally divided between professional and 
service categories. Vacation with pay has long 
been recognized as a proper perquisite for the pro- 
fessional group, but has not been so generally ex- 
tended to the service group. 

Present indications are that industry is broad- 
ening its vacation policies quite materially and 
hospitals must prepare to follow suit. 

The establishment of a fixed policy for vacations 
is quite as important in the maintenance of good 
employee relations as is the exact length of vaca- 
tion time allowed to any particular employee or 
group of employees. Schedules must be so ar- 
ranged as to give a minimum of interference with 
the routine of the hospital, and it is even possible 
that the hospital may have to provide for some 
temporary employees to fill gaps in the service, 
but skillful planning will reduce this to a mini- 
mum. Likewise it is important that the schedule 
be made well in advance so as to permit the em- 
ployee to plan and prepare for vacation. 

The general trend in those hospitals which have 
adopted definite vacation policies seems to be 
about as follows: 


For employees below executive grade: two 
weeks with pay after one year of service. 
Some extend this to include one week for em- 
ployees of more than six months but less than 
one year of service. 


For department heads and others in senior 
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executive positions: up to a maximum of one 

month. 

For those in sub-executive positions: three 
weeks. 

There is much flexibility in the last two classi- 
fications. Instructors, supervisors, and others in 
professional departments are sometimes included 
with the executives, sometimes with sub-execu- 
tives. Also some believe that employees subject to 
unusual occupational hazard, such as x-ray and 
laboratory technicians or even nurse anesthetists, 
are entitled to a full month. 

There is no evidence that any hospitals permit 
an accumulation of leave from year to year, 
though such procedure may be a matter of special 
arrangement. 

There is less consistency in sick leave policies 
although there is probably no less need for a def- 
inite policy. 

It is believed that almost all hospitals still make 
sick leave with pay a matter for determination in 
the individual case, taking into consideration the 
type of employee, the type of illness, and other 
special circumstances involved. 

An increasing number of hospitals are finding 
it advantageous to initiate a definite employees’ 
health program, including health examination at 
time of employment, periodic re-examination or 
check-up, and the designation of some member of 
the staff as health advisor. 

Sometimes this includes a limited period of hos- 
pitalization, either free or at markedly reduced 
rates, or in some cases in which a hospital service 
plan is available the employees are encouraged to 
take advantage of this protection. 
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Social Insurance Hospital in Peru 


EDWARD F. STEVENS, F.A.I.A. 


established in 1883 and, after a long period of 

evolution, has been generally adopted not on 
the basis of charity but as an obligation of the 
State, so that today approximately 13,000,000 
working men and women in twenty-nine countries 
enjoy the benefits of obligatory social insurance, 
the leaders in this field being the United States, 
Germany, and Great Britain. 


Te principle of social insurance was first 


From the early days of the regime of the able 
and benevolent President of Peru, General Oscar 
R. Benavides, the inclusion of obligatory social 
insurance had been regarded as forming an essen- 
tial part of the Benavides program of social wel- 
fare. The development of this system was en- 
trusted to Dr. Edgardo Rebagliati, the present 
Director and General Manager of the National 
Bureau of Social Insurance (Caja Nacional de 
Seguro Social) and, in August, 1936, after many 
months of study and investigation the Govern- 
ment of Peru promulgated a law ordaining the 
obligatory social insurance of all working men and 
women between the ages of 14 and 60 whose 
wages do not exceed S/3000 ($750.00) per annum, 
with optional insurance for certain independent 
workers under the age of 40 years. 


Risks Covered 


The risks covered by the Social Insurance Law 
are sickness, maternity, persons whose capacity 
for work is reduced within certain limits, old 
age, and death. The benefits are contingent on the 
wage earned and the payments made by the 
worker and are of a varying nature ranging from 
hospitalization and medical treatment together 
with a cash subsidy for sickness and maternity, 
to a system of pensions for incapacitation and old 
age and cash payments to the heirs after death. 


Financing Social Insurance in Peru 


The financing is accomplished by means of 
quotas contributed by the State, the employer and 
the employee, by certain taxes, including addi- 
tional taxes of one per cent on tobacco and two per 
cent on the consumption of alcoholic liquors, and 
by certain fines, legacies, donations, etc. The 
quotas now effective are based on the weekly 
wage, one per cent of which is paid by the State, 
3.5 per cent by the employer, and 1.5 per cent by 
the employee. The funds so provided are invested 
in various complementary works such as the con- 
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struction of hospitals and sanatoria, workingmen’s 
cottages, landed property, purchasing of land for 
the establishment of agricultural colonies, and 
mortgages. 


Medical consulting rooms have been opened in 
certain localities and others will be opened shortly 
in all the principal cities in the departments and 
provinces which come within the scope of the So- 
cial Insurance Law. The major work contem- 
plated is a new hospital at Lima, the construction 
of which has been started and which will be for 
the special benefit of the insured. 


Hospital Mixto 


This hospital (illustrated herewith) is to be 
known as the Hospital Mixto and consists of nine 
buildings grouped on an effectively landscaped 
plot of about four hectares enclosed on the rear 
and on practically two sides by a masonry wall 
pierced with entrance gates at the essential loca- 
tions. A simple economical design following the 
modernistic trend has been used, with a clock 
tower on the administration building dominating 
the group. Each building is of fireproof construc- 
tion with reinforced concrete frame designed to 
resist earthquakes and with exterior walls of hol- 
low tile faced with stucco. The shape of the major 
buildings has been determined not only to meet 
the requirements of good hospital planning but 
also to increase their resistance to the effects of 
earthquakes. 


Administration Building 


The administration building forming the main 
unit at the head of the group and approached by a 
main entrance drive encircling a decorative foun- 
tain is connected in order by corridors to two hos- 
pital pavilions A and B, to the kitchen and dining- 
room buildings, and to the service building hous- 
ing the boiler plant and laundry. 


To the right of the major axis, running north 
and south of the group and about on a line with 
the kitchen and service buildings, is placed a small 
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General Ground Plan of Hosvital Mixto, Lima, Peru 


chapel, with the laboratory and mortuary building 
beyond at the street line. The latter building is 
connected with the hospital Pavilion B by an un- 
derground corridor. At the rear of the plot and to 
the right of the axis is located an employees’ build- 
ing, with the director’s residence in the corres- 
ponding location at the left. 


Entrance to the group will be through the ad- 
ministration building which contains the adminis- 
trative offices and admitting and out-patient 
departments, with the third floor serving as a 
nurses’ residence. 


Within the main lobby, a spacious room two 
stories high and about 20 metres square, is located 
an information and identification counter control- 
ling the entire activities of the institution. At 
the rear of the lobby are waiting, admitting and 
examining rooms for both sexes separated by the 
connecting corridor to the other buildings of the 
group. The ambulance entrance is at the rear of 
this section with its own admitting facilities. To 
the right, on entering the lobby, are found the so- 
cial service offices, record offices, general offices, 
the officers of the director and his assistants, the 
offices of the Caja representative and the staff 
rooms. Beyond, in the west wing, is a large and 
completely modern x-ray department, and depart- 
ments for psysiotherapy, cystoscopy, and blood 
transfusions, all being served by a common wait- 
ing-room with a separate entrance from the west. 
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The easterly portion of the first floor to the left 
of the main lobby is devoted chiefly to out-patient 
services including dental, eye, ear, nose, and 
throat, genito-urinary, surgical, and re-education. 
This section has its own waiting-room adjacent to 
the main lobby and the main dispensing pharmacy. 
This in turn communicates with the pharmacy 
workshop and storage rooms directly below at 
which level pharmacy service to the hospital build- 
ings is provided. 


A special accident department with separate 
entrance, admitting rooms, x-ray, operating, and 
recovery rooms occupies the rear portion of the 
first floor of the east wing. 


The entire second floor east of the center con- 
tains additional out-patient departments such as 
medical, pre-natal, gynecology, dermatology, card- 
iography, antimalaria, anti-tuberculosis, diges- 
tive, respiratory, and observation and recovery 
wards. West of the center of this floor are pro- 
vided living quarters for the staff and adminis- 
trative personnel with an extra records room com- 
municating directly with the record room on the 
first floor below. The west wing includes a li- 
brary, museum, and pre-natal teaching section to- 
gether with a large two storied assembly hall 
approached from the west entrance and provided 
with a stage and cinema facilities. 


The entire third floor is designed as a 100 bed 
nurses’ home with study, demonstration, and 
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FIRST AND THIRD FLOOR PLANS OF ADMINISTRATION BUILDING 


Legend: 1, storage; 3, elevator; 4, stair hall; 11, corridor; 13, connecting corridor; 14, admitting room; 15, recovery ward; 
16, utility room; 17, waiting room; 18, accident operating room; 19, sterilizing room; 20, scrub up; 21, x-ray room; 22, dark 
room; 23, treatment room; 24, doctors’ room; 25, toilet; 26, eye operating room; 27, eye treatment room; 28, ear, nose, 
throat treatment; 29, history corridor; 30, dental room; 31, maid closet; 22, doctors’ toilet; 33, G. U. room; 34, urinary 
tracts; 35, men; 36, women; 37, office; 38, pharmacy; 39, public telephone; 40, main lobby; 41, information & identification; 42, 
examining room; 43, vestibule; 44, ambulance entrance; 45, record office; 46, social service; 47, director’s office; 48, sup- 
plies; 49, closet; 50, secretary’s office; 51, caja’s representative; 52, clerical office; 53, women office employees; 54, interns; 
55, staff room; 56, men office employees; 57, telephone switchboard; 58, transformer room; 59, radiography; 60, control; 
61, x-ray fluoroscopy; 62, dressing; 63, laboratory; 64, fluoroscopy; 65, deep-therapy; 66, dental x-ray; 67, plaster room; 
68, view room; 69, lobby; 70, physio-therapy; 71, arm and leg bath; 72, blood room; 73, rest room; 74, cystoscopic room; 
85, bath; 100, study; 101, nurses’ room (2 nurses); 102, nurse’s room (1 nurse); 103, trunk room; 104, linen; 105, living room; 
106, office and kitchenette; 107, balcony, 108, utility demonstration room; 109, bed demonstration room; 110, class room; 
111, chemical laboratory; 112, dietetic demonstration; 113, projection booth; 114, upper part of lecture hall. 


28 HOSPITALS 

















classrooms, and dietetics and chemical teaching 
laboratories. 


The hospital pavilions A and B are of the 
elongated “U” plan and together will accommodate 
559 hospital cases. 


Pavilion A 


Pavilion A will provide for men’s surgical in the 
first and second stories, with maternity and wom- 
en’s medical in the third story. The operating 
department for the entire institution occupies the 
fourth story which extends only over the central 
portion of the building. 


Pavilion B 


Pavilion B will accommodate men’s medical in 
the first and second stories and tuberculosis pa- 
tients in the third and fourth stories, the west half 
of the fourth story being for women. 


The patients’ floors of each pavilion are of a 
more or less standardized plan having a 16-bed 
ward of the “Rigs” type with an adjoining sub- 
utility room at each end of the building. A large 
open balcony is approached through each of these 
wards. At the center of each floor are grouped 
two elevators of the automatic collective control 
type, one normally acting as a service elevator, 
the other as a passenger elevator. The service 
elevator in addition opens directly into a diet 
kitchen centrally located at this point, thus re- 
stricting the transfer of food in bulk from the 
main kitchen to passage through the basement 
service corridors. At each angle of the building 
are grouped a waiting room with outside balcony, 
a nurses’ station, utility room, and other service 
facilities, so that each floor may be operated as 
two independent nursing sections. The remainder 
of each floor is subdivided into ward units, each 
consisting of two 4-bed cubicled wards with sub- 
utility room and nurses’ sub-station between. A 
proper cornplement of quiet rooms is provided to- 
gether with a surgical dressing room on each of 
the surgical floors of Pavilion A. 


For each bed a built-in clothing. locker is pro- 
vided in the ward. 


The third story of Pavilion A is modified from 
the standard plan to include labor rooms, nurser- 
ies, an isolation department, and a delivery section 
having two delivery rooms with sterilizing and 
work rooms for maternity cases. 


The fourth story of Pavilion B is reduced in 
area to provide covered and open airing balconies 
for the tuberculosis cases. 


The operating department in the fourth story 
of Pavilion A includes two major operating suites, 
each consisting of two operating rooms with steril- 
izing room and a scrub-up room between. Two 
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First and Second Floor Plan of Pavilion A; First, Second, 
and Third Floor Plan of Pavilion B. (Surgical Dressing 
Room changed to Quiet Room.) 





of these major operating rooms will have observa- 
tion galleries. An additional operating room to- 
gether with plaster operating room, nurses’ work- 
room, instrument storage room, anaesthetizing 
room, laboratory, surgeons’ room, surgeons’ toilet, 
and locker room, and a nurses’ locker room are 
provided. An office controlling this floor is cen- 
trally located at the elevator lobby. The entire 
operating department will be completely air-con- 
ditioned with particular stress being placed on 
dehumidification due to the abnormally high 
humidity prevalent in this locality at certain sea- 
sons of the year. 


Provision is made for the preparation of sterile 
goods and solutions in the basement of Pavilion A 
and for clean linen storage, sewing, and the disin- 
fection of mattresses and similar articles in the 
basement of Pavilion B. The remaining areas of 
these basements not utilized for the hot and cold 
water systems, electrical service rooms, pipe 
spaces, etc., will be developed for general storage 
of supplies and equipment. 


The main kitchen for the institution is located 
in the first story of the kitchen and dining-room 
building with storage rooms below. On this floor 
also will be located the main storage entrance and 
receiving room for all supplies to the group. 


The dining-rooms for the staff, nurses, and em- 
ployees are on the second floor and will be ar- 
ranged generally for cafeteria service. 


Service Building 


The service building will house the laundry and 
boiler plant. Modern equipment will be used 
throughout, with oil fired boilers. Due to climatic 
conditions, the heating load will be relatively small 
and the boiler plant therefore will develop high 
pressure steam chiefly for use in the domestic hot 
water systems and for equipment using steam in 
the kitchens, laundry, and sterilizing rooms. 


The laboratory and mortuary building, as its 
name implies, will house a complete and thor- 
oughly equipped laboratory department, together 
with a necropsy unit and a small mortuary 
chapel. Provision is made for concealing the un- 
dertaking service entirely within the building 
adjacent to the mortuary and chapel. 


In so far as possible all exterior walls of this 
building will be of glass brick, as well as the 
interior partitions throughout the laboratory 
section. 


The employees’ building, accommodating forty 
persons, will be of simple design but will provide 
comfortable quarters for the workers of the insti- 
tution. 


The director’s residence will be of modernistic 
exterior design to harmonize with the other build- 
ings of the group, but otherwise will resemble a 
14-room American home in its details and con- 
veniences. 





Radio Play Is Broadcast from 
Montefiore Hospital Studio 


Montefiore Hospital, New York City, which is 
radio-equipped, has created an innovation in radio 
broadcasting for the entertainment of its patients, 
particularly the children. 


The Educational Board of the hospital chose an 
excellent program for its seven hundred patients 
by arranging with Miss Nila Mack to broadcast 
her children’s program, “Let’s Pretend,” from 
Montefiore Hospital Studio over the regular Co- 
lumbia Network from 5:30 to 6:00 p.m., E.D.S.T., 
July 12. This was the first time that a regularly 
scheduled network radio show had been broadcast 
from a hospital. 


When Miss Mack learned that the little patients 
in Montefiore Hospital could not see the Mauch 
twins, Billy and Bobby, at the Columbia studios, 
she decided to bring the entire cast, including 
orchestra, sound effects, engineers, and production 
men, to the hospital to give “Snow Drop and the 
Seven Dwarfs” for the children’s entertainment. 
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Merger at the University of Pennsylvania 
Hospital 


The Philadelphia Orthopedic Hospital and In- 
firmary for Nervous Diseases has merged with 
the University of Pennsylvania Hospital and the 
work will be combined and eventually carried on 
in new buildings provided at the University Hos- 
pital. 


Construction on additions and alterations will 
begin on the present plant of the University Hos- 
pital, which will involve the expenditure of one 
million dollars in construction alone. 


A new section to be known as the “Crothers 
Dalles Memorial Hospital” will be erected. The 
D. Hayes Agnew Pavilion of the University Hos- 
pital, seriously damaged by fire one year ago, will 
be rebuilt and the J. William White Surgical 
Pavilion will be enlarged and modernized. 


The Orthopedic Hospital was founded in 1867 
by Dr. Thomas G. Morton. The new Neurological 
Institute will be named after Dr. S. Mitchell. 
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Progress in Anesthesia and Its Effect on 
Hospital Administration 


CATHERINE CAMERON 


hospital, inasmuch as it is an essential 

factor in surgery, as well as in obstetrics. 
Because of its effects on the future health of the 
patient, and the possibilities of being a cause of 
death, it has become a specialized field, necessitat- 
ing special equipment, as well as properly trained 
and qualified personnel. 


A NESTHESIA is an important service in the 


Improvement will be made in the anesthesia 
service only when the most modern equipment is 
furnished, qualified and experienced anesthetists 
employed, and cooperation maintained between the 
anesthetist and the medical director of the de- 
partment of anesthesia, who should have a gen- 
eral knowledge of anesthesia and its physiological 
reactions. 


There must also be full cooperation between the 
surgical supervisor and nurses with the depart- 
ment of anesthesia. 


The surgical supervisor as well as the anesthet- 
ist must realize that each must make concessions 
to the other, if the best interest of the patient and 
all others concerned is to be served. 


The art and science of anesthesia has come a 
long way since the discovery of ether in 1842 and 
of chloroform in 1847. Progress in anesthesia in 
the United States has been more rapid than that 
in European countries. Ether, chloroform, ethyl- 
chloride and combination mixtures of these sub- 
stances are still the inhalation anesthetics in 
Europe. 


While spinal anesthesia was first introduced in 
Europe and with the exception of some of the 
intravenous and rectal anesthetics, which origi- 
nated in Europe, the entire field of anesthesia 
technic and equipment has reached its highest 
stage of perfection here in America. 


The newer gas agents are almost unknown in 
Europe and even nitrous oxide is rarely used. 


The cost of importing anesthetic gases and 
equipment from America is largely the reason why 
Europe has lagged behind in the development of 
anesthesia. 


Presented at the Convention of the Minnesota Hospital Asso- 
ciation, Minneapolis, Minnesota, May 20, 1938. 
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Because of the constant progress with the intro- 
duction of the newer anesthetic agents, and be- 
cause of the important inter-relationship between 
anesthetists, patients, and hospital administrators, 
it is most important to point out how the service 
of anesthesia can be rendered most efficiently for 
all concerned. 


Prior to fifteen years ago, inhalation anesthesia 
was limited to ether, chloroform, and occasionally 
nitrous oxide. The technic of administering ni- 
trous oxide during this period was very unsatis- 
factory and there were certain definite dangers 
associated with its use. 


We will briefly review the progress which has 
revolutionized ae during the last fifteen 
years. 


Ether is the oldest agent in use, and is still the 
most reliable, as well as the safest anesthetic, at 
least in the hands of the untrained or inexperi- 
enced anesthetist. Progress in the purification of 
ether which retards the vaporization, and newer 
methods of administering, has reduced to a mini- 
mum many of the ill effects which were associ- 
ated with ether anesthesia when first used. 


In spite of this advancement made in ether 
anesthesia there have remained certain definite 
contra-indications to its use. In view of this 
situation an attempt has been made to discover 
other anesthetic agents. 


The discovery and development of these newer 
agents have taken place in large medical centers, 
where a great number of patients have always 
been available, to accurately determine the imme- 
diate and remote effects of these newer an- 
esthetics. 


These newer anesthetics have been developed 
by medical men who are among the foremost re- 
search workers in the world, and their safety has 
been one of the most important factors in the 
progress of surgery in this country. 











Anesthesia from the Patient’s Point of* View 


Today the anesthetic has become the chief con- 
cern of the average patient who enters the hos- 
pital for a surgical operation. There are some 
individuals who are very apprehensive about being 
rendered unconscious, while others are more dis- 
turbed over the post anesthetic reactions, particu- 
larly nausea and vomiting. With the wide range 
of anesthetic agents and combinations available, 
we are able to meet the patient’s preference, as 
well as the surgeon’s requirements. 


The extremely nervous patient presents an in- 
dividual anesthetic problem. The mental attitude 
of the patient should not be discounted or mini- 
mized, because it is frequently a determining fac- 
tor in the selection of the anesthetic to be used. 


The personal attitude of the anesthetist toward 
the patient is particularly imporant in those pa- 
tients who exhibit marked mental fear and appre- 
hension. The pre-anesthetic sedatives combined 
with the wide range of anesthetics today insures 
satisfactory as well as safe anesthesia for almost 
every type of personality. Because of these facts 
every patient entering a modern hospital has the 
right to expect both pleasant and safe anesthesia. 


Advantages of Newer Methods of Inhalation 
Anesthesia 


With the introduction of new anesthetic ma- 
chines which permit the so-called “closed method” 
of anesthesia, more efficient as well as greater 
economy have been accomplished. 


These newer anesthetic agents require intelli- 
gent use and even though certain hazards are 
associated with their use, the advantages of the 
newer anesthetics so out weigh their disadvan- 
tages that no modern hospital should permit the 
relatively remote hazards associated with the an- 
esthetics to stand as a barrier to their use. 


Because gasoline is explosive does not prevent 
us from using it in our automobiles, as long as 
we know enough not to look into the gas tank 
with a lighted match. 


A relative humidity of not less than 55 per cent 
should be maintained in all surgical departments 
where inflammable gases are in use. The same 
precaution should also be observed where com- 
binations of ether and oxygen with nitrous oxide 
is employed. 


The operating rooms at St. Joseph’s Hospital 
have recently been equipped with noiseless, static 
proof, electric switches, and connections. This 
was accomplished by the installation of a nursery 
tube in the switches. It has become a State Law 
in Wisconsin that all hospitals constructed in the 


32 


future be equipped with this type of electric 
switch. 


If the precautions regarding humidity and 
spark-proof switches are observed, and if the 
newer anesthetic machines are employed the 
danger of explosion or fire is negligible. 


The newer types of suction machines are now 
spark-proof, because of a mercury tube switch 
installation within the machine so that they may 
be used with perfect safety in the presence of any 
anesthetic gas. 


The newer anesthetics are so much more effec- 
tive and satisfactory both from the patient’s and 
surgeon’s point of view, that any expenditure in 
remodeling the operating room necessary to mini- 
mize fire or explosion hazards is an excellent in- 
vestment. 


Organization of the Anesthetic Department 


1 The department of anesthesia should have at 
the head a medical director who is interested in 
anesthesia and has a general knowledge of the 
physiologic effects of the various anesthetic 
agents. 


2 The anesthetists of this department should 
be well trained and have practical experience in 
every phase of anesthesia. 


3 Every anesthetist eligible for membership in 
the National Association of Nurse Anesthetists 
should be a member of that Association. 


4 The anesthetists must cooperate with each 
other as well as with the surgical supervisor and 
nurses. 


5 The anesthetic machines should be replaced 
by late models as often as possible, because this 
permits more efficient anesthesia as well as 
economy. 


6 The ether and anesthetic gases should be of 
anesthetic standards and no substitution by com- 
mercial oxygen and commercial ether should be 
permitted. 


7 The number of breathing bags, inhaling 
tubes, airways and ether masks should be suffi- 
cient to insure adequate sterilization following 
every case. 


8 The anesthetist should be consulted as to her 
choice in the purchase of anesthesia equipment. 
The anesthetist will be the one to use the equip- 
ment and, therefore, should be consulted as to her 
experience and knowledge of equipment about to 
be purchased. Such collaboration between admin- 
istrator and anesthetist will save money and pro- 
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mote good feeling between anesthetist and hos- 
pital. 


9 Where there is no medical director at the 
head of the department of anesthesia, the an- 
esthetists should be under the supervision of the 
hospital superintendent, rather than the super- 
intendent of nurses, because I feel that the hos- 
pital administrator can better appreciate the prob- 
lems of the anesthetist, and will therefore be more 
interested in the progress of the department of 
anesthesia in that institution. 


10 The hospital with a daily average of 200 to 
250 patients should have five full-time anesthetists 
to cover both surgical and obstetrical departments. 


At St. Joseph’s Hospital, the obstetrical depart- 
ment has its own anesthetist. This anesthetist 
takes care of all anesthesia during the morning in 
the obstetrical department. When she is off duty, 
the anesthetist on call in the surgical department 
gives the anesthetic in the obstetrical department. 


The anesthetist on the obstetrical floor is also 
an assistant to the supervisor of that department. 


The anesthetist in the obstetrical department is 
at no time called to surgery. We have found it 
more satisfactory to keep these departments 
separate as much as possible. 


11 The resident physician, and medical direc- 
tor of the department of anesthesia, is also an 
anesthetist. 


The surgical department has four full-time an- 
esthetists who have no other duties other than 
anesthesia, with exception to the supervision and 
care of the oxygen therapy. 


The anesthetist on the obstetrical floor has two 
nights of night call in her department only. 


Between the resident and medical director, 
with the four full-time anesthetists in the surgical 
department, we have five anesthetists to alternate 
surgical call. 


Since the anesthetist in the obstetrical depart- 
ment, has two nights in that department, the re- 
maining five nights are covered by the anesthetist 
on call for surgery. We do arrange to have the 
anesthetist who was on call the previous night, 
and whose rest was disturbed, off duty by 10:00 
o’clock in the morning. Where it is necessary she 
may be relieved before ten o’clock and her duties 
taken over by one of the other anesthetists. With 
this number of anesthetists the nights on call do 
not exceed two nights a week, and one week only 
one night on call. 
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12 A good anesthesia department should be so 
arranged that records of all anesthetics should be 
kept during the course of the anesthetic and filed 
on the chart. It should be a rule that no anesthetic 
should be administered without a previous com- 
plete physical examination and urinalysis. The 
choice of the anesthetic agent may be dependent 
on the physical and laboratory findings. 


13 The anesthetist whether he be a trained 
medical man or trained nurse anesthetist should 
be encouraged to appear before the staff to dis- 
cuss the newer agents and their selection in vari- 
ous cases. 


The anesthetist in your institution should be 
encouraged to attend their national meeting, as 
well as anesthesia sections held in conjunction 
with group state assemblies. 


The anesthetist should be allowed time off to 
attend these meetings, so as to bring to your hos- 
pital newer ideas and the methods of improved 
technic. 


14 Anesthesia has developed to such a degree 
that it is hardly fair to expect a physician or an 
intern to administer gas anesthetics with com- 
plete safety and satisfaction. Where the anesthet- 
ist gives only an occasional anesthetic, and is un- 
certain of the patient’s condition at times, it im- 
poses added responsibility on the surgeon. It 
requires thorough knowledge, experience, and al- 
most daily administration of anesthesia to safely 
and efficiently administer anesthetics. 


The agent used, the type of operation, the char- 
acter of the patient, must be considered before 
and during any anesthetic, and the anesthetist 
must be rested both physically and mentally if the 
patient’s safety is paramount. 


With this thought in mind we approach the 
threshold of an essential factor, upon which de- 
pends the mental alertness of the anesthetist. It 
is unfair to the patient, the anesthetist and the 
surgeon to allow any anesthetist to give an- 
esthesia in the morning following a night on call, 
during which she has had inadequate sleep. 


Review any other profession, which revolves 
about the safety of human life, you will not find 
any field which permits individuals to work but 
a limited number of hours. 


The reason for this limitation is, that no one 
can engage day in and day out, in long periods of 
work that require almost constant strain and anxi- 
ety, and exposure to infection, without impairing 
her nervous system, and consequently her ability 
to observe and to make important decisions. 
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The safety of a passenger plane is dependent 
upon the judgment, experience and mental alert- 
ness of the pilot. He must be capable to meet 
the complicating factors which might jeopardize 
the safety of those entrusted to his service. The 
executive branch in aeronautics recognize the 
absolute necessity of limiting the hours of such 
service to a fractional part of that of ordinary 
duty. The problems of the pilot of a passenger 
plane deal directly with the safety of human life, 
and in comparison, the safety of human life 
during any operation depends upon the pilotage 
of the anesthetist. Both fields, irrespective of the 
individual’s experience or knowledge, undue 
physical or mental fatigue, render the individual 
an unsafe person to hold the responsibility of 
human life in his hands. 


Every anesthetist who experiences the ordeal 
of 12 or 14 hours on duty finds that it takes close 
to one week’s time to overcome the resulting fa- 
tigue and exhaustion. 


With repetition of this, week after week, event- 
ually it becomes necessary for the anesthetist to 
sacrifice outside recreation, fresh air, and sun- 
shine. She becomes temporarily reconciled to do 
this, in order that she may snatch much needed 
sleep and rest. But this soon becomes a vicious 
cycle, however, and results in impairment of 
her health. It retards her advancement in the 
progress in anesthesia of the present day, because 
she is physically and mentally too fatigued to 
devote time to study and reading. 


Regulations and limitation of the hours of an 
anesthetist are absolutely necessary to insure 
safety and efficiency of her work. 


When the anesthetists receive maintenance out- 
side the hospital, the large institution should have 
a night anesthetist, on an alternating service, 
either weekly or monthly. It is not possible at 
St. Joseph’s Hospital for such an arrangement, 
since the anesthetists live within the institution 
proper. Therefore, we have what we think is the 
next best arrangement. 


I am firmly convinced that if the schedule of 
the anesthetist is properly regulated, it very soon 
creates mutual cooperation of all concerned. It 
will improve the efficiency of your anesthetists to 
such a degree that even the surgeons will voice 
their unanimous approval of the anesthetic de- 
partment. 


The anesthetist in the small hospital will nec- 
essarily combine anesthesia with other duties. 
This work should be of such type that it can be 
secondary to anesthesia. 
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In the small hospital the anesthetist is fre- 
quently assigned to relieve department super- 
visors on their hours off duty. In addition she 
is often assigned many other tasks when she is 
not giving anesthetics. Therefore, we should not 
lose sight of the fact that the anesthetist in the 
small hospital may actually work longer hours 
than the anesthetist in the larger institution. 


Revenue and Cost of an Anesthetic 
Department 


There is no other single department in the hos- 
pital which has the return revenue to the institu- 
tion which is obtained from a properly organized 
anesthetic department. The investment is war- 
ranted, since the new gas machine will pay for 
itself in two years time, by the saving of gas 
consumption above that of the older type 
machines. 


A department for the month of March having 
358 anesthetics, at a nominal charge each, rep- 
resents a return of $2091.00. The cost of gas 
and ether for this number was $135.52. This 
amount plus the salaries of four anesthetists, sub- 
tracted from the total income of the surgical de- 
partment of anesthesia, leaves a returned revenue 
of $1501.48. 


Both the gas and ether anesthesia in the ob- 


stetrical department are included in the flat rate 
for the eight or ten day period required in this 
department. It is estimated that 89 per cent 
receive ether. 


Newer Agents 


Cyclopropane, the most recent agent, has been 
added to the list of gas anesthetics, which already 
includes nitrous oxide and ethylene, in many lo- 


-ealities it has largely replaced ethylene. The com- 


prehensive study and experience with several 
thousand cyclopropane anesthetics, have indicated 
an almost universal field of usefulness of cyclo- 
propane. The combination of quiet respiration, 
the result of minimum excussion of the dia- 
phragm, ease of induction, together with adequate 
oxygen supply, make this agent suitable in almost 
any situation in which an inhalation anesthetic 
will be required or tolerated. These factors com- 
bined with low toxicity leave very few, if any, 
contra-indications to its use. 


Its advantages are outstanding in thoracic 
surgery, hyperthyroidism, respiratory obstruc- 
tion, certain forms of cardiac disease, anemia, and 
general debility and shock. 


We have used cyclopropane for individuals rang- 
ing from six years to 77 years of age. We have 
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selected it for patients with anemia, cardiac dis® 
ease, and general debility. Our results have been 
very satisfactory, and the post-operative course of 
events justify its continued used in our hospital. 


We have found a cyclopropane to have a distinct 
advantage over other anesthetics when used as a 
supplement ot spinal anesthesia. We have also 
used it as a supplementary anesthesia where a 
basal dosage of avertin was employed. 


The anesthetist who contemplates using cyclo- 
propane has certain properties that are responsi- 
ble for definite differences in the physical signs 
than that of other gas anesthetics. 


The Use of Helium 


In addition to the use of helium with our cyclo- 
propane anesthesia, we have a special apparatus 
for the use of helium oxygen mixtures for the 
treatment of acute asthma and cardiac disease. 


It has recently been shown that helium is more 
effective in some cases than oxygen alone. 


We hope to be able during the coming year to 
establish the exact value of helium in certain 
cases of asthma and heart disease. 


Oxygen Therapy 


While the oxygen therapy comes under the de- 
partment of anesthesia at St. Joseph’s Hospital, 
I cannot recommend it as being entirely satisfac- 





tory to all concerned. Where it is feasible it 
would seem that it should be under the medical 
department. During the winter months an insti- 
tution such as ours very nearly requires the full- 
time service of an anesthetist or individual trained 
in the administration of oxygen who should be 
conversant with all phases of the equipment used 
in administering oxygen. 


While the anesthetist answers the require- 
ments, she is not available during the morning or 
during the night. When oxygen therapy is left 
entirely to the floor nurses it is lacking in effi- 
cient and scientific application. 


In conclusion, I would say that tremendous 
strides have been made in making anesthesia safe 
and pleasant. However, before the patient can 
receive the great benefits of our newer knowledge, 
we must enlist the aid of our hospital adminis- 
trators in obtaining for the hospital and com- 
munity truly modern equipment and experienced, 
conscientious, and qualified anesthetists. 


Anesthetists are fully aware of the fact that 
hospital administrators have many problems, and 
that often concessions must be made because of 
financial reasons. I wish only to say that we 
anesthetists appreciate the interest shown by our 
hospital superintendent in anesthesia, and are 
anxious to do our bit in making the hospital more 
efficient and an ever growing asset to the com- 
munity. 





_ — 
— 


Dallas Hotels 


The hotels of Dallas, our convention city, are 
centrally located, modern in every _ respect, 
and comparable with the hotels in any metro- 
politan center. Many of them are air-conditioned. 
None of them are a greater distance than a ten- 
minutes’ bus ride from the convention hall. For 
the convenience of the delegates, arrangements 
will be made for busses to call regularly at the 
downtown hotels and the convention hall. 


The hotels in Dallas and the rates during the 
convention are published below. Reservations at 
the hotels should be made as early as possible 
in order to secure the desired accommodations. 


Single Double 
Number Room Room 
Name of Hotel of Rooms Rates Rates 
RGGI cis cis cose 825 $2.50-5.00 $4.00-8.00 
MOE. o5-6:005.6 0's civoe 700 2.50-5.00 4.00-8.00 
SOGEBOR 566 20S sone’ 450 1.50-6.00 2.50-8.00 
ETC a Sale sie Su grmmeds 319 2.00-3.00 2.50-6.00 
SOU 20sec ewes 200 1.50-3.00 3.00-5.00 
WHICHOES: 6 oeccawce ss 125 2.00-5.00 3.50-10.00 
*Ambassador ......... 132 3.00-5.00 8.50-10.00 
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Rooms Single Double 
od Sy ap Ee 350 3.00-4.00 5.00-7.00 
Blue Bonnet ......... 150 1.50-3.50 2.50-5.00 
COMIGIE 55 6s 520 hese 125 1.25-2.00 1.50-3.00 
*RUIGIEE noo i cae'e 400 2.50-3.50 4.50-10.00 
Oe Pee IE 225 2.00-5.00 3.00-7.00 
J ae Pe ese? 150 1.50-2.50 2.50-4.00 
MOMMRR S. «adage naeewe 60 1.50-2.50 2.50-4.00 
PERCU ci oc vic 0x0 225 2.50-5.00 3.50-10.00 
Dallas Athletic Club.. ... 3.00-4.00 4.00-5.00 
SONG Ser cdadsusueds 175 2.00-2.50 3.00-3.50 
“Cite TOWGRs. . oi caus 350 2.00-6.00 3.00-10.00 
SOIC: occkccavewes 85 1.50-2.50 2.00-5.00 
The Highlander...... aa 2.50-up 3.50-up 





*Apartment Hotels 
The following hotels have been selected as the 
headquarters hotels: 

Adolphus—American Hospital Association 

Baker—American Protestant Hospital Asso- 
ciation 

Hilton—National Association of Nurse Anes- 
thetists 

Jefferson—Hospital Exhibitors’ Association 
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The House of Delegates 


lts Functions and Responsibilities 


City Convention in 1937, the Association 
established a House of Delegates of one hun- 
dred members and vested it with wide powers. 


U NDER the by-laws adopted by the Atlantic 


Seventy-two members of this body are elected 
by the institutional and personal membership in 
each state and province. 


Fifteen are elected by the Assembly of the 
Association, and the remaining thirteen, which 
includes the President, President-elect, Past- 
President, Treasurer, and nine members of the 
Board of Trustees, are elected by the House of 
Delegates. 


The president of the Association is chairman 
and the Executive Secretary is the Secretary of 
the House of Delegates. 


This elective body of 100 members is most rep- 
resentative of the Association both in its distri- 
bution and in its selection. Every geographical 
area is represented and all of the varied interests 
of the hospital field are included in its member- 
ship. In all Association activities other than the 
fiscal management and control, which is the re- 
sponsibility of the Board of Trustees, the House 
of Delegates is the directing group. It is the 
legislative body of the Association, specifically 
designated as such in the language of the By- 
Laws. 


The House of Delegates assumes under the By- 
Laws of the Association the following important 
responsibilities : 


1 The election of the officers of the Association 
as follows: 
President 
President-Elect 
Treasurer 
Three Vice-Presidents 
Nine members of the Board of Trustees 


In the exercise of its legislative powers it 
will receive the report of the Committee on 
By-Laws of the Association and all proposed 
amendments to the By-Laws, and shall in 
turn submit the proposed amendments with 
its recommendations to the Assembly of the 
Association for approval or disapproval. 


The House shall have and may exercise all 
powers, rights, and privileges which are or 
may lawfully be vested in the members of 


the Association assembled at the annual 
meeting of the Association, except as other- 
wise specifically provided in the By-Laws. 


The House of Delegates must consider Reso- 
lutions adopted by the Assembly, except such 
as pertain to the amendment of the Articles 
of the Association or By-Laws or to the in- 
ternal affairs and functions of the Assemblf, 
and such Resolutions shall not be effective 
until they shall have been referred to and re- 
ported by the Committee on Resolutions of 
the House of Delegates and adopted by that 
body. 


The Reports of the Councils of the Associa- 
tion covering the activities of the respective 
Councils each year, with their recommenda- 
tions, must be prepared in writing and sub- 
mitted to the Board of Trustees of the Asso- 
ciation who shall, after consideration, submit 
these reports to the House of Delegates. 


The House shall receive and take action upon 
the annual reports of the President and the 
Treasurer of the Association. 


The House shall hold its stated meetings dur- 
ing the period of the annual convention, and 
meetings may be called at any other times 
that the Board of Trustees of the Association 
may decide, and shall be called by the Presi- 
dent of the Association upon the written re- 
quest of a majority of the members of the 
House of Delegates. 


The House of Delegates will hold its first 
meeting at the annual convention in Dallas 
in 1938. 


Thirty members of the House at any meet- 
ing duly convened shall constitute a quorum. 


The House shall receive and act upon the re- 
ports of such committees of the Association 
as may be referred to it. 


Two stated meetings of the House of Delegates 
will be designated at the Dallas convention: The 
first on Monday, September 26, at four o’clock; 
and the second on Wednesday, September 28, at 
four o’clock. 


The Secretary of the House of Delegates will 
prepare an agenda for the stated meetings and 
will mail copies to each member of the House. 
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All states and provinces have elected their 
members of the House of Delegates with the ex- 
ception of the following: 

Montana 

North Dakota 
Oklahoma 
Oregon 

South Dakota 
British Columbia 
Ontario 


The members of the House elected at this date 
are: 


Trustee Members (13) 


Right Rev. Msgr. M. F. Griffin 
Asa S. Bacon 

B. W. Black, M.D. 

John N. Hatfield 


Robert E. Neff 

Claude W. Munger, M.D. 

G. Harvey Agnew, M.D. 

E. Muriel Anscombe 

W.S. Rankin, M.D. Peter D. Ward, M.D. 

Frank J. Walter Henry M. Pollock, M.D. 
Christopher G. Parnall, M.D. 


Members Elected by the General Assembly (15) 


George F. Stephens, M.D. Mrs. Jewell W. Thrasher 
A. C. Bachmeyer, M.D. Albert G. Hahn 
Margaret A. Rogers Allan Craig, M.D. 
Louis H. Burlingham, M.D. Eleanor E. Hamilton 
M. H. Eichenlaub E. M. Bluestone, M.D. 
R. H. Bishop, Jr., M.D. Robert Jolly 
Grace T. Crafts C. J. Cummings 
George D. Sheats 


Members Elected by States and Provinces 
Delegates Alternates 

ALABAMA 

Alma C. Foust 
ARIZONA 
Cc; G.. Salabury, MDs. 2 iis ceases Samuel H. James, M.D. 
ARKANSAS 

Lee C. Gammill 

CALIFORNIA 


A. C. Jensen 
R. E. Heerman 


Helen MacLean 


Msgr. John J. Healy 


Ellard L. Slack 
Alice G. Henninger 


W. G. Christie Wm. S. McNary 


CONNECTICUT 
Albert W.. Buck; Midi ccs sees Wilmar M. Allen, M.D. 


DELAWARE 
Malcolm T. MacEachern, M.D.... 


DISTRICT OF COLUMBIA 
Lewis: H. Taylor, MiB... «666 ce6 Ross Garrett 


FLORIDA 
R. C. Woodard, M.D. 


GEORGIA 
W. D. Barker 


HAWAII 
Burt O. Wade, M.D. 


T. F. Alexander 
J. B. Franklin 
Ada G. Ayers 


Jacob H. Trayner Freda Consigny 


ILLINOIS 
S. K. Hummel 
Ada Belle McCleery 


INDIANA 
Gladys Brandt 


E. I. Erickson 
Charles A. Lindquist 


Edgar Blake, Jr 


Sister Mary Alberta 
Rev. J. P. Van Horn 


KANSAS 
Rev. J. E. Landers 


KENTUCKY 
Adeline M. Hughes 


Thomas P. Sharpnack 
Sister Mary Esther 


Dorothy H. McMasters 


H. L. Dobbs 
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LOUISIANA 
A. J. Hockett, M.D.............. Louis J. Bristow 


MAINE 
Stephen S. Brown, M.D......... William L. Huskell, M.D. 


MASSACHUSETTS 
Bertha W. Allen Oliver G. Pratt 
W. Franklin Wood, M.D......... Scott Whitcher 


MARYLAND 
Clyde -D. Frost, M.D. . .......6% Charles J. Cotter 


MICHIGAN 
Stewart Hamilton, M.D......... Donald M. Morrill, M.D. 
Robert G. Greve N. A. Wilhelm, M.D. 


MINNESOTA 
A, PB. Branton. MDii.c osc cs Elizabeth McGregor 


MISSISSIPPI 
Leon S. Lippincott, M.D......... H. Lowry Rush, M.D. 


MISSOURI 
L. C. Austin 


NEBRASKA 
Rev. BH. El. Hea@es oc..e ccc eee Rev. Emil Chinlund 


NEW HAMPSHIRE 
Donald S. Smith 


NEW JERSEY 
Stanley Howe Joseph R. Morrow, M.D. 
George O’Hanlon, M.D.......... LeRoi A. Ayer 


NEw YORK 
John H. Hayes Carl P. Wright 
Fraser D. Mooney, M.D......... Mabel Davies 
Basil C. MacLean, M.D.......... L. M. Arrowsmith 
Claude W. Munger, M.D......... Rev. Ambrose McGowan 


NEw MEXxIco 
Sister Marie Genevieve Sister Mary Lawrence 


NORTH CAROLINA 
F. Ross Porter 


T. J. McGinty 


Mary L. Whittaker 


Newton Fisher 


Guy Clark 
Fred G.:Carter, MAD... ois e's Worth Howard 


PENNSYLVANIA 
Edith B. Irwin L. R. Robbins 
Elmer E. Matthews Jessie J. Turnbull 
Donald C. Smelzer, M.D......... Howard E. Bishop 


RHODE ISLAND 
William O. Rice, M.D........... Harry J. Dunham 


SouTH CAROLINA 
H. H. McGill 


TENNESSEE 
Henry Hedden, M.D............ John H. Mauney 


TEXAS 
Lucius R. Wilson, M.D.......... E. M. Dunstan, M.D. 
Ara Davis Margaret Hales Rose 


Francis O. Bates 


J. Howard Jenkins 
VERMONT 
Celia E. Brian 
VIRGINIA 
Lewis E. Jarrett, M.D.......... Arthur H. Perkins 
WASHINGTON 
Cecile Tracy Spry 
WEsT VIRGINIA 
J. E. Offner, M.D. 
WISCONSIN 
Robin C. Buerki, M.D....<...... Rev. Herm. L. Fritschel 
WYOMING 


Harold S. Barnes 


Katherine M. Crozier 


Joseph R. Schneider 


J. Stanley Turk 


Bessie K. Haskin 
ALBERTA 
A. BF. Anderson, M.D... vine eccaes R. T. Washburn, M.D. 
MANITOBA 
G.. 3. Williams, Maio. 5205 0d5e8 Kathryn M. McLearn 
NEW BRUNSWICK 
S. R. Ds Hewitt) Balk. 3.02 00%. A. J. MacMaster 
Nova SCOTIA 
Sister M Ignatius Anne Martin 
J. C. Mackenzie, M.D........... W. H. Delaney, M.D. 
SASKATCHEWAN 
H. HH. Mitchell, M.D... 2... .sss<: J. S. Williams 





To Dallas by Rail, Air and Boat 


of Dallas was thrilled to hear that the Houston 

and Texas Central Railroad was planning to 
connect it with other parts of the state by 
means of the “iron horse.” Great celebrations 
were held and the residents all turned out to see 
this latest phenomenon. Today this village has 
become a leading city of nearly 300,000 popula- 
tion and is the ranking transportation center of 
the Southwest. It is served by 10 major railroads 
which operate 52 passenger trains in and out of 
Dallas each day through one huge, nine-million- 
dollar union terminal, thus giving to the city one 
of the greatest service centers in the country for 
railroad passenger traffic. 


[ THE early months of 1870, the little village 


Railroad transportation has been a great factor 
in the growth of Dallas and because the city is 
recognized as a keypoint in the Southwest, two 
large railroads have their general offices located 
there. This fact will readily demonstrate to dele- 
gates of the American Hospital Association, who 
plan to travel by rail, that they have nothing to 
fear as far as the facilities of this type of trans- 
portation are concerned. Not only is there a great 
number of trains entering Dallas constantly but 
many of the fastest and most modern trains of 
the country go directly to the city’s terminal, 
while others are connected by carefully planned 
schedules. 


Discomfort and Hours of Travel Reduced 
to a Minimum 


Across the southern states from the eastern 
to western seaboard, a direct line of travel to 
Dallas is available. With the modern speeding 
up of train schedules and the luxury that stream- 
lined and air conditioned cars afford, time and 
discomfort have been reduced to a minimum 
for the busy administrator. With the laying of 
heavy steel rails on well ballasted road beds, 
the mile a minute train has become an accepted 
factor in railroad travel. Such a distant point as 
Los Angeles is only 42 hours away, while Miami 
and other Florida points are but 37 hours away. 


No longer is the heat of the desert or the dust of 
the prairie a deterring factor in long distance 
journeys, for the completely sealed air conditioned 
cars give the traveler constant temperature and 
cleanliness and enable him to watch in comfort 
the miles of beautiful scenery that heretofore 
have not been properly appreciated due to attend- 
ant discomforts. 
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Chicago and St. Louis Gateways 


Travelers from the northern and central states 
may reach Dallas by routings through either St. 
Louis, Missouri, or Chicago, Illinois, or both. 
Through these two railroad gateways collectively 
pass the major portion of transcontinental ex- 
press passenger traffic and carefully planned 
schedules through the cooperative efforts of the 
miscellaneous railroads insure the minimum of 
delay in waiting for connections. This is borne 
out by the fact that the time of elapsed travel 
from the following points is greatly reduced 
from that of a few years ago. Portland, Oregon, © 
is but 60 hours from Dallas while San Francisco 
is only 56 hours. Boston and New York City are 
less than 40 hours away and it takes but a similar 
time from Mexico City. Travelers from St. Paul, 
Minnesota, reach Dallas in a 24 hour day while 
from Chicago the time taken is only 21 hours. 
Salt Lake City is a two day ride and Denver, 
Colorado, exactly one day. Delegates traveling 
from the South will find that New Orleans is but 
a 14 hour ride to the Convention City. 


A very interesting part of the travel, for 
delegates passing through St. Louis, follows the 
river bed of the Mississippi for many miles. Im- 
mediately south of St. Louis the train winds 
through and around high rock cliffs on one side 
and the “father of waters” on the other. Later 
it passes through the beautiful Arcadia Valley 
and the foothills of the Ozarks. Delegates from 
the central states will find the ride from Little 
Rock to Dallas entirely different but equally in- 
teresting for they travel through beautiful fruit 
country and plantations and as they go through 
eastern Texas they will be able to see the largest 
oil fields in the world. Many of the wells in full 
operation, are adjacent to the railroad tracks and 
make a most interesting and instructive sight. 


Luxurious Service 


The equipment on the modern train is such that 
it behooves delegates to study beforehand the 
service available on the trains they propose to 
travel. All railroads now list the equipment in 
their time tables. It will be found that the 
majority of through trains have luxurious lounge 
and club cars and improved dining room service. 
Some lines have recently inaugurated trains that 
contain individual bed rooms for all passengers. 
And any effort that is spent in searching for the 
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varied facilities will well repay the conventioneer, 
particularly if prolonged train travel has not been 
one of his favorite pastimes. 


The Skyway Route 


Even the mile-a-minute service may not be fast 
enough for some of our administrators who are 
always hard pressed for time. To them we recom- 


mend a study of the various air line schedules.’ 


There they will find that the most distant point 
on the North American continent is less than 24 
hours away from Dallas. The following table has 
been compiled from a geographic point of view. 
Delegates can easily estimate the approximate 
time of air travel from their particular location. 
From some of the small centers. it may be neces- 
sary to utilize both plane and train but here again 
schedules have been carefully worked out so that 
the waiting period between connections is kept 
at a minimum. The times given in the table are 
elapsed hours from the departure point to Dallas. 


City Hours to. Dallas 


Boston, Massachusetts 
Chicago, Illinois 
Cleveland, Ohio 

Denver, Colorado 

Detroit, Michigan 
Indianapolis, Indiana 

Los Angeles, California 
Memphis, Tennessee 

St. Paul, Minnesota 
Montreal, Quebec 

New York City, New York 
New Orleans, Louisiana 
Pittsburgh, Pennsylvania 
Portland, Oregon 

St. Louis, Missouri 

Salt Lake City, Utah 
Seattle, Washington 
Wrens Be Gis kei ens ewan ened’ 9 


Planes from most of the points given above are 
available for either night or day travel so that it 
is possible for the busy executive to leave home 
on Sunday night and be at the Convention the first 
thing on Monday morning, or by traveling on 
Sunday, he can still avoid missing a work day 
from his office. These modern liners of the sky 
offer every comfort to the traveler. They are 
quiet and steady, equipped with comfortable 
lounge chairs and buffet service. The sleeper 
planes provide comfortable berths with every 
attendant facility. Travel by plane today is an 
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accepted means of transportation and is daily 
becoming more popular with those to whom time 
for travel is an important factor or those who 
find long periods of travel trying. 


The Water Route 


Eastern delegates to the Dallas Convention are 
particularly fortunate in that, if they have suffi- 
cient time available, they can include a beautiful 
sea voyage in their convention itinerary. Modern 
well equipped ocean liners, with all cruise con- 
veniences, ply between New York and Galveston, 
with nearly a day’s stopover at beautiful Miami, 
providing in all a most delightful six-day trip 
conducted in a most leisurely fashion. During the 
month of September weather conditions are such 
that warm days and cool nights can be relied 
upon. Passenger comforts on the boats available 
are excellent for they are equipped especially for 
cruise purposes and include broad deck spaces, 
outdoor swimming pools and veranda cafes. For 
evening entertainment, dance orchestras and first 
run talking pictures are provided. Club rooms, 
lounges, and deck games are all a part of the day’s 
trip and the service is noted for its most excellent 
cuisine. 


Traveling the ocean trail is not confined to dele- 
gates from New York by any means, for round 
trip tickets which include rail and ship fares may 
be obtained from any place of residence to Dallas. 
Those preferring to travel part of the way by 
automobile will find that the rates for transpor- 
tation of the car on board ship are very reason- 
able and of course arrangements can be made for 
either one way or a round trip by boat. Travel 
on ship can be either by first or third class. It is 
advisable that delegates who plan on utilizing 
the water route make their reservations early in 
order to get a good selection of cabins. 


Travel Service 


Through the courtesy of the many travel 
agencies, the headquarters of the American Hos- 
pital Association has been supplied with consider- 
able data which enables us to offer relatively 
complete travel service and advice to our dele- 
gates or alternatively, we are in a position to see 
that such information as may be required is made 
available to our delegates through recognized 
sources. Therefore, any inquiries relating to 
different modes of travel from your place of resi- 
dence to Dallas will be gladly furnished by 
addressing your inquiry to HOSPITALS. 








The Dietitian—The Master Salesman 


O. K. FIKE 


sor of one of our large universities, asked a 

young business executive who, at the age of 
twenty-eight, had risen from an obscure janitor’s 
helper to be general manager of his corporation 
with a salary of $50,000 a year, this question: 
“What does the study of economics involve?” 


G wr oto years ago, a very eminent profes- 


As quick as a flash, the young business execu- 
tive, Hugh Chalmers, General Manager of the 
National Cash Register Company said, “Money, 
material, machinery, markets, and men, and the 
most important is men.” Students of economics 
all agree that men create markets, markets pro- 
duce money, and money purchases material and 
machinery, and so it is in the hospital field, 


The most dynamic and dominating force of a 
hospital is not the size or location of the building 
or its equipment, regardless of how modern it may 
be, but a loyal, enthusiastic, cooperative person- 
nel. Greatness in a hospital is not measured by 
its size or equipment, but by the desire in the 
hearts of every employee to render a full measure 
of human, sympathetic service every hour they 
are on duty. 


It is not necessarily the services rendered that 
count most, but the way in which they are ren- 
dered. Likewise, it is not so much what we say, 
as how we say it. The serving of a glass of water 
by an eight-dollar-a-week maid, might discredit 
all other services rendered, if it is not done gra- 
ciously. Only when we treat our patients as we 
would a sick guest in our own home, are we ren- 
dering truly worth while service to our patients. 
In the final analysis, it is not what a patient pays 
for and gets that makes him a booster for a hos- 
pital, but what he does not pay for and gets. 


Generally speaking, no one can justifiably say 
that any particular department of a hospital is 
the most important, and when a department 
head comes to the conclusion that his or her de- 
partment is the most important, it is time for the 
administrator to hire a new head for that depart- 
ment. From a strictly economic or business stand- 
point, we have an entirely different picture. How 
many of our bed patients, who produce 98 per 
cent of our revenue, ever see our laboratory? The 
only thing that they can remember about the 
technician is that she stuck a needle in their finger 
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and they had to show their ignorance by asking 
why she did it. A short time ago, a fairly-well 
educated, middle aged man roared like a lion when 
we charged him a five-dollar routine laboratory 
fee and said that his wife never used the bath- 
room once while she was in the hospital. 


The operating room? Important! Yes, tre- 
mendously so, but how about the patient? To 
many of them the operating room is a chamber 
of horrors with masked doctors and nurses, whis- 
pering—about them, of course. Lighting equip- 
ment and anesthesia machines that look like mon- 
strocities; tables covered with what looks like 
treacherous knives, hammers, and saws to them. 
They go into the operating room half asleep, or 
scared beyond words, and come out, in the ma- 
jority of cases, closer to the Great Divide than 
they have ever been before in their lives. Emer- 
gency rooms in a well-equipped out-patient de- 
partment have about the same effect on the 
average citizen, and I am confident that none of 
us know of very many women who have a keen 
desire to retain an accurate memory of her expe- 
rience in the labor or delivery room. 


Sales Department of the Hospital 


So where is our sales department? Figuratively 
speaking, every successful institution must have a 
sales department or they will not remain in busi- 
ness very long. The sales department of a hospital 
consists of the nursing force, the house-keeper 
with her trained orderlies and maids, and the die- 
titian with her many helpers, be they white or 
colored. 


Without under-estimating the value of, or im- 
portance of superior bedside nursing and good 
house-keeping in building and maintaining favor- 
able public opinion and good will, I personally 
believe that the dietitian is the Master Salesman, 
and that it is through her department that we can 
do our most effective publicity or sales work. 


Dietary Department 
I wonder if enough emphasis has been placed 


upon, or consideration given to, the dietary de- 
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partment in the average small hospital. Too 
often, the housekeeper or superintendent has had 
the additional responsibility of this department 
placed upon their shoulders, or if a dietitian is 
employed, she is not permitted to operate the 
department as she has been trained to do, be- 
cause of a penny-wise and pound-foolish adminis- 
trator or purchasing agent. There is only one 
person qualified to successfully operate a hospi- 
tal kitchen, and that is a graduate dietitian, who 
should be given complete charge of her depart- 
ment, to hire and supervise her own help, pur- 
chase or requisition her own supplies both as to 
quality and quantity, in keeping with her budget, 
and plan her menus without interference. 


In speaking of the dietitian and her place in 
hospital management, Dr. MacEachern says: 
“While the science is comparatively new, it has 
proved itself to be of such therapeutic value, that 
its development has been among the most note- 
worthy of the hospital field. As a result, the po- 
sition of the dietitian, as head of the dietary de- 
partment, has changed from that of a subordinate 
until now she is recognized as one of the senior 
administrative officers responsible directly to the 
director.” 


Duties of the Dietitian 


Only a very thorough and careful analysis of 
the dietitian’s duties and responsibilities, in com- 
parison with other department heads, will reflect 
the value and importance of her position. 


The duties of the hospital dietitian fall into 
three groups: (1) administrative; (2) scientific; 
and (3) educational. The following outline is Dr. 
MacEachern’s, simplified. ‘The administrative 
duties of the dietitian occupy about 85 per cent 
of her time and ordinarily include: (a) The pur- 
chasing or requisitioning of food supplies and 
kitchen equipment; (b) The hiring, training, and 
directing all employees of the dietary department; 
(c) Planning menus for patients and personnel; 
(d) supervising preparation of food; (e) seeing 
that meals are attractively and promptly served; 
(f) keeping accurate records. 


“The scientific duties of the dietitian are con- 
cerned with diet therapy or the application of diet 
to disease, and embrace: (a) planning special 
diets; (b) supervising preparation of special diets 
in respect to food values and appeal to the appe- 
tite; (c) inspecting special trays to assure pa- 
tient’s receiving proper amounts of food; (e) 
checking and weighing of food returned to de- 
termine patient’s reactions to food and record of 
intake. 


“The educational activities of the dietitian in- 
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clude: (a) teaching student dietitians in ac- 
cordance with the standards formulated by the 
American Dietetic Association; (b) instructing 
student nurses in general principles of dietetics; 
(c) instructing medical students in principles of 
diet therapy; (d) teaching patients to improve 
their dietary habits.” 


What a job—purchasing agent, director of per- 
sonnel, official hostess, a glorified cook, bookkeep- 
er, and educator! 


Dr. MacEachern says: “The successful per- 
formance of these manifold duties obviously re- 
quires the services of a competent graduate die- 
titian. However, there may be a few hospitals of 
less than fifty beds which, because of their size, 
may not consider themselves justified in employ- 
ing a specially trained woman. Inasmuch as food 
service involves approximately one-third of the 
total expenditure of the hospital, there is a very 
serious problem, and the hospital which cannot 
afford to employ a dietitian is under a distinct 
economic and therapeutic handicap.” 


Stop for just a minute and realize that the die- 
titian is directly or indirectly responsible for 
spending one-third of your entire annual budget. 
This condition alone clearly indicates the impor- 
tance of her position. 


The late Professor White of Wisconsin Uni- 
versity, in speaking of the qualifications of a suc- 
cessful purchasing agent, once said: “For an 
individual to be a successful purchasing agent, 
he first must be a successful salesman.” In the 
vernacular of the street, a dietitian must be 
thoroughly familiar with all the tricks of the 
trade, which we know have been and still are alto- 
gether too numerous. She must understand sales 
psychology and the high pressure methods often 
used. It takes far more salesmanship to sell a 
high pressure salesman that you do not want to 
purchase his product than it does to purchase it. 


Salesmanship is the power to influence people 
and certainly the dietitian must be a Master Sales- 
man in dealing with her director as well as the 
rank and file of commercial salesmen if she is to 
succeed. 


The vast majority of hospital personnel are 
scientifically trained or are being scientifically 
trained. Unfortunately this is not true in the 
dietary department. In most cases, we expect our 
dietitian to hire mediocre, uneducated, cheap help, 
and in a few weeks train them to be capable, effi- 
cient units of the organization. The majority of 
them are totally lacking in ambition, desire or 
purpose, and if the dietary organization is to 
function successfully, these employees must be 
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trained, not only in the performance of the duty 
assigned them, but in honesty, loyalty, and co- 
operative efforts. These qualities cannot be pur- 
chased, they must be developed. Again I repeat, 
that the salesmanship is the power to influence 
people and it takes a Master Salesman to hire, 
train, and maintain a loyal dietary force. 


In my opinion, there never existed a more diffi- 
cult job than the preparation and prompt service 
of attractive and appealing diets to a host of ab- 
normal guests and a skeptical personnel. 


Therapy of Diet 


The average patient is almost totally ignorant 
of the application of diet to disease. Special diets 
are seldom accepted graciously, but are usually 
tolerated with disgust. Liquid diets clearly indi- 
cate to the patient that the hospital is doing an 
excellent job of cutting down expenses by making 
him live on soup. Even light and general diets do 
not fare much better until the patient finally 
comes to the realization, through the intelligent 
educational efforts of the dietitian and her assist- 
ants, that proper diet is vastly important to their 
recovery and future good health. 


With the therapy of diet in its infancy, the edu- 
cational activities of the dietitian in the training 
of student dietitians, nurses, medical students, 
and patients are not only vastly important to the 
success of the hospital, but a most difficult job. 


Feeding the Personnel 


What a task for one person—to satisfy doctors, 
interns, nurses, students, and colored help, all 
from different social and economic positions of 
life, with a multitude of likes and dislikes, each 
one a superior judge of what constitutes good 
food. Few patients ever criticize the operating 
room technique, or the methods used in the lab- 
oratory or x-ray room. These departments of the 
hospital are, to the average patient, shrouded in 
the glamour and mystery of science, but every 
man is an authority on food, notwithstanding the 
fact that he knows little or nothing of diet 
therapy. 


Hospital food and the report that the patient is 
doing nicely, two hours after he has passed away, 
are still considered among the best jokes of the 
season. 


Frankly, the reaction of the personnel and the 
patient to the hospital depends more upon the sat- 
isfaction or dissatisfaction with food than any 
other one thing. Since their opinions will be broad- 
cast in the nurses’ home, over the bridge table, on 
the golf course, and at the luncheon table, the 
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dietary department is the greatest publicity agent 
and sales force in hospital administration and the 
dietitian is the Master Salesman. 


The world is full of theorists today, but it is a 
basic, fundamental law that experience is what 
really counts. To substantiate my statements, 
permit me to briefly review the experience of my 
hospital located in Richmond. 


The lean years of 1931-32-33 were not kind to 
us. We, like most hospitals and other business 
institutions, had our troubles, financially and 
otherwise. 


In the fall of 1934 general business conditions 
showed a slight improvement and we started, fig- 
uratively speaking, to rebuild an_ institution. 
Working on the basis that you have to spend 
money to make money, we completely redecorated 
from the cellar to the attic at a cost of approxi- 
mately $5,000. We replaced old and worn-out 
equipment, including a new $3,000 kitchen. We 
adopted many new business policies which, at the 
time, appeared quite revolutionary in the hospital 
field. 


Realizing the tremendous value and importance 
of good food, attractively served, both to the pa- 
tients and the personnel, our dietitian was given 
complete control of her department with only one 
instruction: “The best food money can buy, 
served in the most attractive manner possible.” 


The results have been very justifying. Our 
growth has been consistent and steady. Our daily 
census has increased from thirty and thirty-five 
patients per day in 1933 to a point beyond our 
capacity to serve and a new wing is in the offing. 
There have been many other vitally important 
contributing factors to the growth of this insti- 
tution, but this one thing I do know—more peo- 
ple talk about our food service than any other 
service rendered in the hospital. 


I have given facts and figures from my own 
experience, believing that they do, in some meas- 
ure, justify the statements made relative to the 
dietitian and the dietary department. 


Hospitals live and grow on favorable public 
opinion and good will, and personally, I am of 
the firm belief that The Dietitian Is The Master 
Salesman in this all-important activity. 


The future of the dietitians, in hospital admin- 
istration, is limited only by their vision and is a 
challenge to capable young women, and likewise 
a challenge to the hospital administrator to study 
the dietary department in all of its many problems 
and support the dietitian in her very valuable 
work. 
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The College of Hospital Administrators— 
Its Significance 






JAMES A. HAMILTON 


N 1933, forty-eight hospital administrators 
launched the enterprise known as the American 
College of Hospital Administrators. In the five 
years since that time it has grown from forty- 
eight to four hundred fifty members who can say 
they are either Members or Fellows of this Asso- 
ciation. The objectives of the College, as enu- 
merated in its constitution, are seven in number. 
Rather than itemize them in detail, let it suffice 
for the moment to summarize that the focal pur- 
pose of the seven is to elevate and improve the 
standards and efficiency of the hospital admin- 
istrator, and through the administrator the field 
of hospital administration in general. 


Basis of Evaluation 


What is the significance of this organization? 
Before we discuss its significance, it might be well 
for us to refresh our minds as to the background 
of its birth and the surrounding setting against 
which its significance can be evaluated. Do not 
misunderstand. I have no intention to try to tell 
you what is wrong with the hospital world, nor 
to attempt to solve these wrongs. 


Briefly, we are experiencing a definite concen- 
tration or centralization of medical care in an in- 
stitution known as the hospital. This tendency 
has been growing for many years. It is apparent 
to you, I am sure. In all probability the continu- 
ance of this trend with an accentuated tempo is a 
reliable forecast. More and more are the public 
receiving their care as patients in the hospital. 
More and more are the doctors choosing to depend 
upon the hospital—its personnel, facilities, and 
equipment—to carry forth their work of medical 
care. Needless to reiterate as a result of this 
trend, the functions, responsibilities and problems 
of operating a hospital have become at least more 
complex as compared with twenty, ten, or even 
' five years ago. 


With this concentration, the magnitude of the 
hospital, as an educational institution, has been 
considerably augmented. As a consequence of pub- 
lic demand, hospitals are extending their activi- 
ties further and further into preventive medicine. 
Likewise is there an insistence to a greater degree 
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upon intensive follow-up after the patient leaves 
the hospital. The medical schools desire that hos- 
pitals play a larger part in the educational pro- 
gram of the physician. Of course, the community 
continues to depend upon hospitals to develop, 
educationally, a supply of technically trained peo- 
ple such as nurses, dietitians, medical social work- 
ers, and laboratory technicians. Hospitals have 
become gradually and significantly a notable edu- 
cational force in the modern community. 


Along with this development has come a more 
sagacious and poignant observation of the accom- 
plished results. The patients, for example, who, 
not so many years ago, seemed reluctant to go to 
a hospital, are now desirous of admission. In- 
structed through more numerous contacts and 
through the activities of National Hospital Day 
and what-not publicity, sponsored by hospitals 
and other organizations, we find that the patients 
are becoming intelligent about hospital care and a 
little more critical of the care offered to them. 
Where they may have accepted sub-standard re- 
sults a few years ago, now they are beginning to 
question whether your hospital or my hospital is 
furnishing them proper and adequate care. More- 
over, answers of tradition and trite generalities 
are not sufficient to satisfy their pertinent ques- 
tions. Likewise, the doctors are becoming more 
concerned about good hospital administration. 
Where previously many of them expected not 
much more than a business manager, that is, 
someone to look after the so-called hotel phases of 
a hospital, now they are beginning to appreciate 
that there is a distinct field of hospital administra- 
tion of broader scope, that there are people trained 
in that field, and that they do not wish their hos- 
pital activities to be handicapped by administra- 
tors who lack good training and experience. 


Equally so, trustees are becoming more con- 
scious of their trusteeship in this regard. The 
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public is demanding of them that they do not let 
down the bars -when they select hospital admin- 
istrators, and they question whether the supply of 
administrators justifies any other procedure. 
True, the public continues to place upon the trus- 
tees the responsibility of making sure that the 
money entrusted to their care is carefully and 
economically used, but they are emphasizing more 
than ever that the trustees achieve the greatest 
benefits to the community in its broad health needs 
than can result from this expenditure of money. 
Consequently, the pressure on the trustees results 
in the expectancy of broader and higher standards 
of achievement by the administrator. 


Correspondingly, the trend toward greater sub- 
sidy to the hospitals on the part of governmental 
agencies reacts toward closer review of hospital 
management. We find that the governmental units 
are beginning to question the amount which hos- 
pitals are charging for service, beginning to won- 
der whether these are proper charges. The justi- 
fication of your charge by simply developing your 
average daily cost of all patients is not enough. 
Perhaps you could by greater productiveness or 
by better management yield to them a return in 
the form of health and economy to their indigent 
poor at a much less figure than you are now charg- 
ing. 


In other words, not only has the scope of hos- 
pital management broadened but there is greater 
scrutiny of the results of management measured 
in individual and community health. 


What is the significance then of the College in 
light of this setting? It is not feasible for me to 
make either exhaustive listings or comments. 
However, let me enumerate a few phases of what 
I believe to be its significance, with the hope of 
provoking underlying analyses of your thought. 


Furnishing Leadership 


The College is significant because it is meeting 
the necessity for leadership in the administrative 
field. If we are going to have improvement in dis- 
charging the responsibilities of the situation 
which I have described, then such leadership must 
be found. 


Who is better fitted? Who is more affected? 
Who, therefore, will have greater interest in that 
improvement than the hospital administrators 
themselves? You say, what about the American 
Hospital Association? Why can it not furnish all 
the leadership that is necessary in this field? If 
we go back historically, we find that the American 
Hospital Association started off as a group of hos- 
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pital superintendents. It was a superintendents’ 
association for a few years. Eventually it grew in 
emphasis upon the hospital rather than the hos- 
pital administrator. Necessity makes this empha- 
sis inevitable if it is going to meet the broad prob- 
lems of community health. The hospital associa- 
tion must of necessity gather to itself the various 
parties interested in their objectives, namely, the 
public, the doctors, the patients, and the hospital 
administrators, as well as all the many associate 
organizations of which you are familiar and with 
which it is vital to cooperate if the hospital asso- 
ciation is to assume leadership in obtaining its 
own objectives. So, due to the mere broadness of 
the problem alone we find the emphasis of the 
American Hospital Association is toward the in- 
stitution or the hospital as a vehicle of total pub- 
lic health. As it recognizes this broad emphasis, 
it must overlook, or if you will, give less emphasis 
for the time being to the hospital administrator, 
himself or herself, and to his other problems and 
difficulties. 


On the other hand, history also depicts that the 
isolation of this problem from the total perplexi- 
ties of the institution is not new. Its distinct 
unity has been long recognized. Over twenty-five 
years ago the American Hospital Association be- 
gan to talk prominently about the training of hos- 
pital administrators. The necessity for the per- 
sonal improvement of administrators is recorded 
in the Association’s affairs in 1910. Dr. Wash- 
burn and Dr. Howland described their apprentice- 
ship plan. About that time Dr. Babcock’s plan 
for nurses was presented. It had been in existence 
since 1908. I believe immediately following we 
had Babcock’s Committee which presented 
a well planned curricula. There were various 
others, like the Rockefeller Committee and the 
Rappleye Committee, that went to great lengths 
in describing methods of training hospita! admin- 
istrators. Then there seemed to be a lull for a few 
years, but periodically every five years it broke 
out with a new recognition of the needs, with new 
desires to improve the status. There was a whole 
lot of paper work as to how the status could be 
improved, but apparently very little was actually 
done to put the theories and plans into effect. 
Grateful as we are to these men for their pioneer- 
ing, others did not take up the burden and follow 
through. Perhaps they found that they could not 
spend too much time on this one problem in the 
presence of all the other immediate problems. Of 
necessity, its individuality must be submerged un- 
der such auspices. 


So then, I say, one significance of this organiza- 
tion is that it does recognize a definite field, a dis- 
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tinctively different field, a separate field from the 
job of the American Hospital Association; and 
that it is an attempt to furnish some leadership in 
that field, in order that we may not stagnate, in 
order that we may not just talk about it, in order 
that we may accomplish something. In that sig- 
nificance we must realize that there should be a 
separation of the two functions. The College 
should be very sure that its program in no way 
overlaps or interferes with that of the American 
Hospital Association. Keep its functions and ac- 
tivities distinct. We should not expect the Asso- 
ciation to carry our primary burden. Work in 
cooperation, yes. We are giving and getting it 
now. Even our central office is in the same build- 
ing. We have plenty of opportunity for close co- 
operation. 


Development of Professional Recognition 


The second point of significance is that the Col- 
lege affords the agency for the development of 
professional recognition. In our own hospital or- 
ganizations we realize that every one of our sub- 
ordinates of responsible position have some sort 
of professional organization—the dietitians, 
nurses, medical social workers, and what not. The 
hospital superintendent is the only executive in 
the organization that does not seem to have a pro- 
fession of his own or to have received recognition 
as a profession. 


By recognition of profession I mean a greater 
respect on the part of the medical staff for hos- 
pital administrators, as such, as individuals rep- 
resenting a profession. I mean that trustees are 
to begin to recognize a differentiation of the field, 
that hospital administration has the characteris- 
tics and prerequisites of a profession, and that 
the hospital administrator does not normally drift 
in and out by chance. I mean that organizations 
like the American Hospital Association, the Amer- 
ican College of Surgeons, the American Medical 
Association deem it worthy to recognize the Amer- 
ican College of Hospital Administrators and its 
functions. At the moment they are supporting 
our organization to a surprising degree. How- 
ever, this recognition is not secured by talk. We 
have seen that attempted in a number of other 
professions. You will agree with me that asser- 
tion is not the test of certainty. Recognition 
will be secured as a result of the development 
of high standards. Recognition will accrue as 
we increase the level of our intelligence in our 
chosen field and in associated fields. Recognition 
will accrue as selection is made out of the group 
as a whole of a smaller number of people who have 
shown by their own effort and by their own merit 
that they are worthy of a ranking as distinguished 
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from everyone who may have entered the field. 
Recognition will accrue if we continue on educa- 
tional program of our own to prepare us for a 
higher level. The College is significant because it 
is beginning to develop for us a professional rec- 
ognition. 


Stimulation of Individual Effort 


The College is significant because it stimulates 
individual effort. The mere description and ac- 
ceptance of a goal for the College is stimulating. 
The College is in its nature a foundation devoted 
to the promotion of intelligence. Intelligence is 
understanding, and understanding is the begin- 
ning of wisdom. The objective of the College 
is to stimulate minds to activity in consideration 
of present day problems, under the restraint of 
the lessons of the past and under the spur of 
imagination as to the possibilities of the future. 
It is interested in the wholeness of life. Its con- 
sideration is given mainly to the common de- 
nominators which make for fullness of life. Its 
primary concern is not with what men shall do, 
but with what men shall be. 


It may stimulate individual effort not only by 
setting the goal for us, but by affording us the 
means of that development of intelligence. This 
the College does intelligently, if you will, through 
a well designed program. 


It further stimulates individual effort when it 
recognizes personal achievements within our field 
by conferring upon each of our members certain 
degrees of attainment, certain distinct honors, if 
one may express it that way. A man may advance 
from a junior grade to full membership, to a fel- 
lowship grade, indicating to the rest of the world 
that his fellow administrators have seen fit, on a 
basis of his merit, to recognize that accomplish- 
ment. 


Now, I do not mean by foolish activities; I do 
not mean on a basis of bravado or gusto, and by a 
blare of trumpets. What I mean can best be illus- 
trated by quoting from Confucius: 


“If you, sir, had the conduct of three Legions, 
whom would you associate with yourself in com- 
mand?” 


“I would not,” replied the master, “choose a 
man who would attack a tiger unarmed, cross a 
river without a boat, or sacrifice his life without 
a moment of regret. Rather should it be one who 
would not embark on an enterprise without 
anxiety and who was accustomed to lay his plans 
well before putting them into execution.” 


On the basis of that philosophy would we give 
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recognition to our associate workers and thus 
stimulate their efforts. 


Potency of Organized Effort 


The College is significant because of the poten- 


cy which usually results from organized effort. We 
all will agree that we are in an era of organized 
groups. From the point of view of industry, you 
have organized labor as distinct from organized 
capital. From the point of view of politics, you 
have an organized minority group who become so 
powerful and potent that they can accomplish 
their end, sometimes to the detriment of the whole. 
Likewise there are organized taxpayer groups 
who attempt to keep the costs of government 
within definite limitations. We all know such or- 
ganized groups have power because of the group 
consciousness which they develop. Because as an 
organized group they have worked out a careful 
program which is mutually acceptable to all and 
not necessarily the program of one. Because this 
program is backed by the combined effort of the 
individuals through organization. True, such or- 
ganized groups can defeat their own ends by fool- 
hardy leadership incarcerated within the narrow 
boundaries of self-protection. It is also true, such 
organized effort directed by wise leadership can 
be an intelligent force for progress in our sphere 
of activity. So, I say the College is significant 
because it affords the potency of combined effort. 


Program of the College 


What about the program of the College? 
Launched in 1934 was an analysis of the hospital 
administrators in service. What were their back- 
grounds, their attributes? What they looked like 
in statistical form. The Committee, headed by 
Robert E. Neff, brought out a very detailed, very 
analytical, and very helpful statistical portrait of 
the administrators in the country. Following 
that, another Committee, with Dr. Fred Carter 
as chairman, worked out the duties, responsibili- 
ties, relationships, and the obligations of the hos- 
pital administrators. Standards which we might 
use as administrators. Then came a development 
of the means for improvement, the means for edu- 
cating each of us toward these standards. This 
phase was established by Dr. MacEachern’s Com- 
mittee through a statement of the standards for 
Hospital Institutes. This statement of principles 
and techniques for the operation of Institutes as 
an educational vehicle was the result of long expe- 
rience. About the same time last year the Com- 
mittee on Education Policies produced a program 
of University Training for Hospital Administra- 
tion Career as another guide toward the estab- 
lishment of additional educational vehicles. 
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Educationally, the program of the College cen- 
ters primarily around the media already in exist- 


" ence merely attempting for the moment to extend 


and to improve these media. We are all familiar 
with the Institutes that have been held in Chicago 
for a number of years. Intensive concentration, 
morning, afternoon, and evening, on the visitation 
of hospitals and organized lectures for a period 
of approximately two weeks has provided for 
many of us a chance to refresh our own knowl- 
edge within our field. These Institutes are to be 
extended. There is to be one this summer on the 
Pacific Coast, at Leland Stanford University in 
California. They are contemplating holding one 
in the southeast a year from now. The discussion, 
at the moment, seems to center around Duke Uni- 
versity as the probable location. Your group can 
get together at this Institute and discuss your 
problems in your own colloquial speech and with 
an approach specific to your geographical area. 
Naturally our program must look forward to the 
supply of administrators who are to come after 
us. Provision must be made that they may pre- 
pare themselves to take over their responsibilities. 
So the College is supporting and promoting grad- 
uate courses. There is one graduate course at the 
University of Chicago. Others are being contem- 
plated and discussed with other colleges and uni- 
versities throughout the country. 


Then, too, the College is searching continually 
for apprenticeships and for administrative intern- 
ship opportunities. Experience is_ essential, 
whether as a whole or in part, to all educational 
programs of training administrators. 


Of special interest is the fact that the College 
is taking the leadership to secure teachers and 
teaching material. They are attempting to develop 
material for instruction because, after all, teach- 
ing requires logical and analytical material. Also, 
they are attempting to develop individuals to be 
teachers. Men and women who may get across to 
each of us the material and the fundamental prin- 
ciples that we are to follow. 


All of this program is primarily for us indi- 
vidually, yet additional phases of the program are 
designed for the trustees and for the public. At 
the moment, the College has an advisory service 
whereby hospital trustees who are looking for new 
superintendents may apply to the College to ask 
their advice and to ask for certain specific recom- 
mendations. The College published a directory a 
few months ago in which they outlined in great 
detail our backgrounds and experience. You 
would be surprised how much this directory is 
used by trustees when looking for a new superin- 
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tendent. I happen to know of two or three in- 
stances in which they have chosen people whom 
they approached through the analysis of the direc- 
tory. You would be surprised how it is used for 
the preparation of convention programs. The co- 
ordinator goes through the directory to find some- 
one who has had the type of experience necessary 
to discuss a subject which the association wishes 
to present to their group. 


Then, through its own ACHA News, the Col- 
lege sends out information to its members to keep 
them in full touch with what is going on. They 
now have a secretary who is devoting full time to 
finding ways to improve the status of the indi- 
vidual administrator. Then at meetings of this 
sort, for example, we hold breakfast discussions 
at which we discuss administrator’s problems, 
what the College might be doing to improve their 
status, and what the College might be doing to im- 
prove the general hospital field. All of this pro- 
gram is but a beginning. A start with emphasis 
on the educational phases perhaps, but it is the 
embodiment of action. 


Can the activities of the College be criticized? 
Has the College made any mistakes? Yes. To 
my mind the most important and first step of 
progress is to admit our mistakes and go on from 
there. Perhaps men and women have been ad- 
mitted to the College who should not be there. 
Probably there have been mistakes in the selec- 
tion in the early stages of the College. Of course, 
there have been people who have purposely stayed 
out of the College, people in the hospital field 
worthy of being in the College who have not come 
into the College. Why? Well, for a great many 
reasons. There were some who felt that the Col- 
lege in its early stages was dominated by indi- 
viduals from a distinct geographical area, a fact 
which they disliked. They are now beginning to 
learn that is not so, and so they have removed that 
objection. Some felt skeptical of the whole busi- 
ness. They wondered about its purpose, wondered 
about its potency, and wondered how effective it 
really would be. So some stayed out until they 
saw more of its development. Some felt it would 
be of no particular personal value to them. Men 
and women who had made outstanding reputa- 
tions in the field. Administrators who were rec- 
ognized as leaders but who did not feel it would 
be of any distinct personal value at the moment. 
These key people are beginning to recognize that 
although it may not be of distinct value personally 
to them, their leadership and association with it 
and their participation in its councils would tend 
to improve the status of all hospital administra- 
tors. These administrators are now joining 
throughout the country. 
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It is a young organization. Possibly I could 
enumerate more of its mistakes. Perhaps a brief 
extract from the “Retort to Walpole,” by Lord 
Chatham, may give us a better perspective: 


“Sir, the atrocious crime of being a young man, 
which the honorable gentleman has, with such 
spirit and decency charged upon me, I shall 
neither attempt to palliate nor deny, but content 
myself with wishing that I may be one of those 
whose follies may cease with their youth, and not 
of that number who are ignorant in spite of expe- 
rience. ... The wretch who, after having seen the 
consequences of a thousand errors, continues still 
to blunder, and whose age has only added ob- 
stinacy to stupidity, is surely the object of either 
abhorrence or contempt, and deserves not that his 
gray hairs should secure him from insult.” 


I believe in our youth we made some mistakes. 
If we continue, as we grow, to make blunders, 
then we too deserve the insult that we have not 
improved with our age. 


Conclusion 


In conclusion, may I state this is a courageous 
adventure. It is a hazardous adventure. Its true 
significance cannot be judged in its early youth. 
Surely your own state, South Carolina, a part of 
the original thirteen states, could not have been 
judged truly in its youth. You recall what Edward 
Everett had to say of the “Suffering and Destiny 
of the Pilgrims” : 


“Methinks I see them now, pursuing their all 
but desperate undertaking, and landed, at last, 
after a few months’ passage, weak and weary 
from the voyage, poorly armed, scantily provi- 
sioned, without shelter, without means, surround- 
ed by hostile tribes. 


“Shut, now, the volume of history and tell me, 
on any principle of human probability, what shall 
be the fate of this handful of adventurers? Is 
it possible that from a beginning so feeble, so 
frail, so worthy, there has gone forth a progress 
so steady, a growth so wonderful, an expansion so 
ample, a reality so important, a promise, yet to be 
fulfilled, so glorious!” 


When we look at this College in its early stages 
we are not unconscious that it has a hazardous 
journey, surrounded by a great many difficulties. 
Yet the early settlers and many other ventures 
much more precarious were successful because of 
courage and a worthwhile goal. What is our goal? 
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May I philosophize our difficulties and our goal 
with the words of Earnest Poole: 


“We shall see shadows loom down there, shades 
of the great men of the past. They were great 
men, those ancestors,” he ended in a reverent tone, 
“they were as great as men can be when rising 
each by himself alone, out of the dark valley 
depths. But up on the high plateau of the future 
other great men will arise who need not start 
from the depths below—they will start from the 


mountain ridge of the new common life of men! 
And so their shining peaks will rise—and men 
and gods will at last be one.” 


So I give you for the College, this as our aim. 
That those who follow us will not start from 
the depths, but will start on that higher level 
of the mountain. As their peaks shine in the fu- 
ture, so will we have found it worthwhile to have 
made our individual and group contribution, not 
only to ourselves, individually, but to mankind. 





<i 
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A History of the Hospital Bureau of Standards and Supplies 
JOHN A. HAYES, President 


The Bureau was formed in March, 1910, as a 
non-profit making cooperative buying organiza- 
tion for the benefit of voluntary hospitals. As 
set forth in the original organization agreement, 
the purpose was “To secure to the associated hos- 
pitals the advantages of cooperation in establish- 
ing uniform standards as to quality and kind of 
supplies ordinarily used therein, and of purchas- 
ing the same in accordance with definite specifica- 
tions under continuing or other general agree- 
ments, and for the purpose of promoting the 
economical and efficient administration of such 
associated hospitals.” 


The founder hospitals consisted of the New 
York Hospital, Presbyterian Hospital, Roosevelt 
Hospital, and St. Luke’s Hospital—all of New 
York City. Within five years the organization 
became national in scope with members in Dela- 
ware, Michigan, New England, New Jersey, New 
York, Ohio, Pennsylvania, and one in China. 
Today its membership embraces 211 representa- 
tive institutions located in 24 states and 5 foreign 
countries, and these institutions have a patient 
day census of fifteen million per annum. In 
spite of having passed through a World War, the 
greatest depression in history, and a major re- 
cession, it has maintained 85 per cent of all the 
institutions which have ever become members. 


It speaks well for the sagacity and foresight 
of the original founders to note that when the 
Bureau was first formed there were very few 
cooperative buying organizations in this country. 
Today there are over 10,000. Its original Board 
of Directors embraced such well known names 
in. the hospital field as George F. Clover, D.D., C. 
Irving Fisher, Dr. S. S. Goldwater, Charles B. 
Grimshaw, Dr. Thomas Howell, and Reuben 
O’Brien. 


Its total purchases to date amount to about 
twenty-five millions of dollars, and the average 
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savings which it has afforded members, as com- 
pared with non-member institutions, have been 
about two and a half millions. The total cost of 
operation during its more than a quarter of a 
century’s existence has been about one-fifth of the 
savings. When first started, dues were at the 
rate of $1,250 per year per member. Since then 


these dues have been gradually reduced so that 
today members in New York City pay not more 
than $600 per year, and all members outside New 
York City pay not more than $200 per year. 


During the first year or two the Bureau’s ac- 
tivities were limited to the purchasing of about 
100 items commonly used in hospitals, all of 
which were bought under agreements. Today it 
regularly handles over 2500 items, many under 
agreements, but the majority under jobbing ar- 
rangements, and it stands ready to purchase any- 
thing which may be desired by a member institu- 
tion. Its activities now include not only buying, 
but market research, laboratory analyses, service 
tests, simplification and standardization, and 
when necessary, legislative activity. In this last 
respect, it took an active part in securing exemp- 
tion for voluntary institutions from the Federal 
National Recovery Act, the New York State Milk 
Law, the New York City Sales Tax, and only this 
year, acting on its own initiative, it secured 
exemption for all eleemosynary institutions from 
the national Robinson-Patman Act. 


The Bureau’s activities are financed by the dues 
received from the membership, and a two per 
cent service charge, which applies only to those 
items bought under jobbing arrangements. It is 
entirely non-profit making and has been exempted 
from all national, state, and city taxes. Mem- 
bership involves no compulsion to buy through 
the Bureau, but does insure to the member up-to- 
date information on all matters pertaining to the 
buying situation of the institution. 
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Light Insurance for Hospitals 


J. W. TIERNEY 


do not carry some form of insurance—life, 

health, accident, or possibly all three. These 
policies will not prevent you from dying, having 
an accident, or becoming ill; they merely provide 
for financial compensation after an unfortunate 
occurrence. 


Tie 0 are few people in this modern day who 


Insurance may be obtained against the damage 
resulting from electric power failure, but of course 
the compensation is purely financial—after the 
damage has been done. If a power failure occurs 
in an operating room the hospital management 
may be open to censure because precautions were 
not taken. Equipment can be installed in any hos- 
pital at a reasonable cost which will insure the 
continuity of electric service in vital portions of 
the building. 


Hazard of Power Failure 


In our talks with architects, consulting engi- 
neers and building engineers we are very often 
told, “We don’t have power failures.” The fact 
remains, however, that failures are constantly oc- 
curring, but only those caused by unusual circum- 
stances or resulting in serious complications get 
into the papers. Within a comparatively recent 
time major power failures have occurred in the 
New York area, Newark, Philadelphia, Pittsburgh, 
and Los Angeles, and more recently Buffalo, seri- 
ously crippling the routine life of those large 
cities. Power failures are occurring practically all 
of the time so that no city or community is too 
large or too small to be free from accidents which 
cripple all or part of the illuminating power sup- 
ply. 

Causes of Power Failure 


Power failures occur in buildings themselves 
caused by trouble in the transformers, wiring, 
fuses, and other minor disruptions. 


Light and power companies take every precau- 
tion to prevent service interruption but they can 
not prevent all power failures caused by accidents 
or the elements. 


One of the commonest causes of power failures 
is lightning, which affects transmission lines, 
burns out transformers, and puts out of operation 
equipment in sub-stations and generating stations. 


Wind storms and hurricanes frequently demol- 
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ish miles of transmission lines affecting large 
areas. 


Frequently pictures are seen in the newspapers 
of a tangled mass of transmission wires—the re- 
sult of a heavy blizzard. 


The floods in recent years in New England, the 
Ohio Valley, and California caused great damage 
to distribution systems as well as generating 
plants. There were many localities outside the 
flood area which were affected by the damage to 
the power systems. 


It is not only the overhead transmission lines 
that are affected but also the underground sys- 
tems. Manhole explosions, broken water mains, 
and similar accidents have disrupted many sys- 
tems. 


It is surprising how many failures are caused 
by street accidents, particularly trucks and auto- 
mobiles colliding with electric light poles. We are - 
aware of one such accident which put seven towns 
in darkness. 


One would not connect a power failure with a 
flock of woodpeckers, but they actually caused a 
power failure in a southern state. The birds took 
a liking to the poles. Eventually a pole was so 
weakened that a windstorm blew it over, carrying 
other poles and lines with it. Twelve communities 
were without power for seven hours. 


A mouse got into a transformer in a hospital 
in St. Petersburg, Florida, and 20 minutes elapsed 
before the cause of the failure was discovered. 
Incidentally, the hospital was protected in the 
meantime by emergency lighting. 

Squirrels, snakes, cats—all have caused power 
failures. Hawks building a nest in the power lines 
near Atlantic City, New Jersey, caused a major 
outage. 


Protecting Against the Emergency of 
Power Failure 


Enough for the causes. It is evident that so 
many things can cause power failures and utility 
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companies cannot possibly anticipate these acci- 
dents, and therefore cannot prevent all of them. 
Perhaps a hospital has not had a power failure 
for 10 years—or longer—but by the law of aver- 
ages it will probably occur sooner or later. It is 
not reasonable to expect that the wire conductors 
—sometimes 100 miles in length—can always re- 
main intact, and that a building will not suffer 
failures from minor occurrences within the build- 
ing itself. 


The telephone companies recognize that power 
failures do occur and have invested millions of 
dollars in batteries to carry them through emer- 
gency periods. For this reason we will find the 
.telephone service uninterrupted even though a 
power failure has occurred. 


Many industrial plants cannot afford the results 
of power failures and consequently they see the 
economy in the use of batteries. The safety of 
employees, as well as goods and equipment, can be 
protected. 


The lighting companies in many large cities pro- 
tect the entire business districts against electric 
interruption by installing huge emergency bat- 
teries. In the generating stations, batteries are in- 
stalled to operate control switches and to furnish 
light in emergencies so that repairs can quickly 
be made and the power restored. 


For years people realized that in buildings where 
the public assembled that certain forms of protec- 
tion must be provided because of the danger of 
panic and fire. A certain number of exits must be 
available, the doors must open outward, fire 
escapes must be installed, and fireproof curtains 
are required. Exit signs must be lighted to guide 
the people out of the building. What value will 
these devices be in the dark? It is essential to 
provide light automatically and instantaneously 
when the power fails? In some places there are 
now laws making emergency lighting compulsory 
in buildings where the public assembles. 


One of the first acts of a city editor when a 
power failure plunges a city into darkness is to 
order reporters to check up on all hospitals and to 
watch particularly for operations performed by 
candle light. 


The “operation by candle light” story, ether 
fumes notwithstanding, goes over big with the 
newspapers and, of course, with the public. 


What a dramatic picture such a newspaper story 
paints. A human life hanging in the balance while 
a surgeon with modern technique fights to save 
the life against a handicap of an uncertain flicker- 
ing light of a candle or a flashlight. The contrast 
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between the brilliant operating light and the un- 
certainty of the makeshift light places the sur- 
geon under a terrific handicap. 


Such newspaper stories are quite common to- 
day. They make good reading for the public, but 
hardly for the hospital management. They ad- 
vertise the surgeon’s resourcefulness but hardly 
the management’s foresight. 


Need for Energizing Lighting in the Hospital 


This is the day of scientific efficiency with the 
surgeon’s skill and resourcefulness supported by 
every conceivable emergency equipment to save 
human life—except, too often, adequate emergen- 
cy lighting. 


And the modern hospital—meaning the hospital 
conforming to the demands of modern surgery 
and medicine rather than the date it was built— 
needs emergency lighting in more places than over 
the operating table. A power failure can also 
create serious situations in the anesthesia room, 
delivery room, and receiving room and in almost 
any department of the hospital not protected by 
an emergency lighting system. This brings up 
the necessity for an emergency lighting system 
which will give adequate lighting in all rooms of 
the operating suite as. well as at other keypoints 
throughout the institution. 


While the rooms used for the care or treatment 
of patients have the greatest need for emergency 
lighting, there are additional points to be consid- 
ered for emergency protection such as halls, stair- 
ways, exits, fire escapes, boiler room, respirators, 
electric refrigerators for vaccines, etc., electric 
sterilization, and possibly elevators. 


According to the Manual of Standardizations, 
issued by the American College of Surgeons, the 
chief engineer of a hospital is responsible for the 
heat, power, water, gas, and light services. En- 
gineers should be vitally interested in the selec- 
tion of the proper equipment so they will be in a 
position to make recommendations for their in- 
stitution. 


Selecting Emergency Lighting Equipment 


In selecting emergency lighting equipment some 
yard stick is necessary for measuring its value. 
The reliability of the equipment is unquestionably 
of paramount importance. Unless equipment is 
reliable it engenders a false sense of security, 
much as depending on a set of emergency brakes 
which may or may not function. 


The question may be asked concerning an emer- 
gency lighting system: Is the system automatic 
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and is it instantaneous in operation? A further 
consideration is, does it require skilled and fre- 
quent maintenance? If so, probably it will not 
pass muster on the first point of reliability as fre- 


quent and skilled maintenance may not always be 


available. Does it have sufficient capacity? This 
question of capacity again resolves itself into two 
phases, namely, the equipment must contain suf- 
ficient heavy switches, wires, etc., to take care of 
the maximum load imposed upon it, and second, it 
must be able to carry this load for as long a time 
as considered necessary. 


It is only reasonable to raise the question as to 
whether the emergency lighting equipment is 
made by a reputable and stable manufacturer who 
will probably be in business some years hence 
when parts and renewals are required. 


Consideration of Cost 


We have always with us the question of cost 
and this is naturally one of the considerations 
given in the selection of any system. This con- 
sideration, however, should not be the dominating 
one to the exclusion of proper consideration of the 
other points heretofore mentioned. There is not 
much profit to a hospital to take an appreciable 
saving initially and end up with equipment that is 
unreliable and expensive to maintain, or of in- 
adequate capacity? 


The points mentioned unquestionably are points 
to be considered in the selection of equipment for 
your hospital, and I will endeavor briefly to indi- 
cate how closely our Exide Keep-a-lite emergency 
lighting systems measure up to these require- 
ments. 


We use for the emergency source of power a 
storage battery which, as we have previously in- 
dicated, is quite generally employed in a great 
number of applications as a final standby of re- 
serve enegy. It is probably the most generally 
used source of reserve energy. 


Care of the Equipment 


p The energy is instantly available, as much so as 
any electric circuit at the operation of the switch. 
Our plant is automatic in operation so that the 
amount of maintenance and attention required is 
small. The addition of water to the batteries is 
required two to three times per year. Provision 
is made on the equipment for a daily test by pro- 
viding a switch which simulates power failure and 
enables the person in charge to determine that the 
battery has taken over the load in case the normal 
electric source fails. Good practice indicates that 
this routine test should be made daily. The sig- 
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nals described later should be installed in a loca- 
tion where they can be readily observed. 


The capacity of our systems cover a very wide 
range from approximately 440 watts for one and 
three-quarters hour protection to some very large 
plants, a recent installation being of 70,000 watt 
capacity for a one-half hour period. 


The units are made in two types, a 12-volt unit 
where the battery is contained in a metal cabinet 
and a 110-volt unit of heavier construction where 
the batteries are mounted external to the control 
panel on a combination wood and metal battery 
rack. 


The 115-volt system makes use of existing. 


wiring and lamps, and when this system is in- 
stalled in a hospital little additional wiring is 
necessary. 


System of Operation 


Briefly, our system of operation is as follows: 
Upon failure of the normal lighting source, the 
automatic transfer switch in our unit instantly 
connects the storage battery to the circuits to be 
protected. Upon return of the normal lighting 
source these circuits are restored automatically to 
the normal lighting service. The battery is then 
automatically placed on charge (provision is also 
made in the unit for certain circuits which may 
go on only when the power fails known as “nor- 
mally-off” circuits). "When the battery has been 
recharged to a point somewhat below the fully 
charged condition, the high rate charger is auto- 
matically disconnected and the remainder of the 
charge is supplied by the sustaining trickle 
charger which maintains the battery in a charged 
condition by a low continuous trickle charge. 


The Storage Battery 


The storage battery, being the heart of the sys- 
tem, it is essential that adequate, reliable, and 
automatic means be provided for its charging. As 
storage battery manufacturers dealing with the 
application of storage batteries for all purposes 
we are constantly developing and working out 
charging methods and as a result have access to a 
broad fund of knowledge regarding th's important 
phase of any storage battery installation. 


A very important feature of the charge control 
battery unit is the temperature compensated relay 
for cutting off the high rate charge. This tem- 
perature compensation takes into consideration 
and allows for the fact that the voltage of a fully 
charged storage battery decreases as the tem- 
perature of the battery increases. 


The design of the transfer switch for transfer- 
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ring the load to the storage battery upon failure 
of the ordinary current supply, should be such 
that it is positive in action and not subject to 
chattering, which would result in fluctuating of 
lights and burning of contacts. Our switches are 
held in by current from the lighting line only, re- 
quiring no current from the storage battery. They 
are of the gravity-operated type and in the 115- 
volt unit are spring accelerated. 


Visual Signals 


With the 115-volt unit, visual signals are avail- 
able which indicate: first, when the emergency 
supply is in use; second, when the high rate 
charger is in operation; third, when the storage 
battery or maintenance charger circuit is open, 
the latter signal being both visible and audible. 
These signal boxes may be installed at a number 
of points in the building where they can be most 
readily observed. A single visual signal on the 
unit indicating when the battery is supplying the 
emergency circuit, is provided with the 12-volt 
system. Obviously neither the signals nor the 
control unit itself should be installed in operating, 
anesthesia or rooms subject to similar gaseous 
condition. 


Two general types of batteries are available for 
use in the 115-volt system; the first (our Exide 
Chloride) is quite generally used by telephone and 
power companies and is universally recognized as 
the long-life storage battery plate for this service. 
When used with our equipment, this type of plate 
will give exceptionally long life and satisfactory 
service. Actually some of these type plates are 
in service by the utility companies in excess of 
thirty years. We do not claim any such average 
life, but it is an indication of what can be ob- 
tained under certain conditions. Where first cost 
is an important item, the pasted or flat plate bat- 
tery is available. This is the same general type 
used in most large central station standby bat- 
teries. It is the standard battery with the 12-volt 
system. 


To keep down the size of the emergency light- 
ing plant some hospitals do not endeavor to carry 
the entire operating room load, merely providing 


on the battery emergency circuit certain lights 
in the operating lamp and use an additional lamp 


in the ceiling for general illumination. Where the 


12-volt system is used the portable operating lamp 
is frequently connected to the emergency supply 
circuit and used as the emergency lamp. When 
portable lamps are so used provision must be 
made to insure these lamps being in the operating 
room and in use during an operation. 


Approximately 70 per cent of the hospitals in 
the United States are less than 100-bed capacity, 
and to meet the requirements of these hospitals 
which have in the past felt they could not afford 
the 115-volt emergency lighting equipments, we 
have developed a 12-volt battery system previ- 
ously mentioned. This system will provide suffi- 
cient light for two operating rooms (operating 
lamp and general illumination) and general illu- 
mination for six other rooms. While this equip- 
ment was specifically designed for the smaller 
hospital it can sometimes be used to advantage in 
the larger hospital where it would not be econom- 
ical to extend the 115-volt emergency circuit. 


As in the larger 115-volt plant, the 12-volt unit 
has provisions for both the “normally-on” and 
“normally-off” circuit, the capacity of the “nor- 
mally-on” circuit being 200 watts, that of the 
“normally-off” being 240 watts, or a total of 440 
watts. 


As an example of the application of these cir- 
cuits, the portable operating lights, “normally-on” 
during operation can be connected to the “nor- 
mally-on” circuit of the Exide Keep-a-lite unit, the 
115-volt lamps supplied with the portable lamp 
having been replaced by a special 12-volt lamp 
which is supplied through a step-down trans- 
former in our unit. This lamp is taken over by 
the battery when the normal current fails. 


To the “normally-off” circuit may be connected 
lights for general illumination in a room or an 
emergency light in the operating fixture, these 
lamps being illuminated only when the power fails. 
Owing to the design of these lamps which are 
used with the “normally-off” circuit, they afford 
about twice as much illumination as obtained from 
the same wattage, 115-volt lamps. 
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Labor Relations Within the Hospital 






W. B. TALBOT, M.D. 


dustry, involve such items as employment, 

salaries, rooms and service, hours of duty, 
vacations, sick leave, overtime, and the existence 
of unions within and of influences from without 
the institution. 


[ “aust problems within the hospital, as in in- 


Each one of these might be entitled to a paper 
and discussion, but we will try to touch only the 
high spots. 


In employment we begin with the superinten- 
dent. We assume that we have an interested, 
hard-working Board of Trustees aware of the 
human needs and economic demands of the com- 
munity. We will call the superintendent personnel 
manager number one. We see this individual se- 
lected solely on merit and as one having broad 
vision, education, experience, courage, and tact, 
who is a statesman and leader capable of self- 
analysis and interested in the welfare of people; 
we might also add a sense of humor. We are 
sensitive about the shadows cast by this indi- 
vidual. 


Importance of the Procedure of Employment 


The procedure of employment and the serious- 
ness with which it is followed is very important. 
Our source of labor supply is studied. We consider 
first those within the institution, particularly 
when promotions are to be made. All employees 
know this and expect a fair break. When a new 
individual is brought in, a complete questionnaire 
should be filled out by the applicant. References 
should be obtained, but for important positions it 
is good to talk with someone the individual has 
worked with recently. At the time of tentative 
appointment a rather extensive interview should 
be completed to get the applicant’s point of view, 
appearance, attitude, interests, and objectives, and 
also to give the employee some of the philosophies, 
ideals, and principles of the institution. This offers 
a chance to clarify good and bad conditions under 
which work is done, so that both parties may know 
if the employee will be satisfactory to the institu- 
tion and if the institution is satisfactory to the 
employee. I feel that no appointment should be 
made permanent until all the factors influencing 
an appointment, such as reports of physical exam- 
ination, references, etc., are complete for the in- 
formation of the employer. My experience makes 
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me feel that adequate interviews are time savers 
and obviate future difficulties, expenditures, and 
corrections about misinformation gleaned from 
ill-advised employees. They give the employee a 
feeling of importance—that he is not just another 
cog but an individual being treated with courtesy 
and consideration. 


Department heads selected this way are advised 
to choose their employees in the same manner, and 
this helps to create an esprit de corps more ade- 
quate for the proper care of patients. The proper 
introduction to the job helps the employee. Time 
will let us know about habits, loyalty, aptitude, 
and ability to cooperate. At the time of perma- 
nent appointment, a frank discussion of discov- 
ered shortcomings and limitations of both parties 
is conducive to better work and understanding. 


A thorough physical examination, blood Was- 
sermann, x-ray of chest, and complete history, in- 
cluding information about previous accidents, 
helps to eliminate bad risks. Those physically 
handicapped are not usually acceptable in the busy 
general hospital. The rasping, irritating, and tact- 
less individual does not belong at the bedside of a 
hospital patient. 


Planned Policy of Personnel Management 


The hospital then has a planned policy of per- 
sonnel management. The superintendent and de- 
partment heads are alert to the local trends as 
well as to those in other localities. 


The amount of money an individual receives is 
the most concrete evidence of the value of his 
services. The national tendency toward the eight- 
hour day, five-day week is presenting a serious 
problem to the management of charitable institu- 
tions. Due to the peculiarities of institutions and 
their peak loads at various times of the day, 
whether it is service to the patient or preparation 
and serving of meals, the consecutive eight-hour 
day for all services, particularly in the small in- 
stitution, is very difficult indeed. The great varia- 

















tion in the size of different institutions and the 
type of service they render, whether to contagious, 
chronic, or acute cases, makes it apparent that the 
establishment of a horizontal scale of wages and 
hours is not reasonable nor can it be properly ap- 
plied to all positions in these institutions. The 
type of service rendered and the responsibilities 
in similar positions vary so greatly in different 
institutions that each position should be consid- 
ered on its merits of service and on what is re- 
quired, as far as salary or other remuneration is 
concerned. 


I am informed that throughout the mid-west, 
far west, and south the tendency is to pay hospital 
employees in salary only, allowing them to live 
out and only furnishing such meals as are abso- 
lutely necessary. This seems to be becoming more 
prevalent in New York than it was heretofore, 
especially for graduate nurses, aides, orderlies, 
and other subsidiary workers. When room serv- 
ice, including hospital care when necessary, is a 
part of the contract between employer and em- 
ployee, an actual monetary value should be placed 
upon the extra service offered by the hospital so 
that this is thoroughly understood by both parties. 
Most employees appreciate the value of the insti- 
tution’s health program, including free clinic and 
hospital treatment. This item is sometimes under- 
estimated by the employee. 


A number of institutions are encouraging their 
employees to become members of some hospital 
plan. We find little difficulty in getting those who 
have families to join. One large metropolitan hos- 
pital has had all its employees become members of 
the Associated Hospital Service Plan and has 
made it obligatory for new employees. I believe 
this is for the good of the employees as well as 
the hospitals. 


Adequately Paid and Higher Type Personnel 


It is interesting to note that formerly one-third 
of the hospital dollar was spent for wages while 
now it is two-thirds, thus indicating the interest 
of institutional management in securing more ade- 
quately paid and higher type personnel. This in- 
crease is a definite credit to the foresight of hos- 
pital management and has been a gradual evolu- 
tion over a long period, although salaries in gen- 
eral have gone up. If money were available, fur- 
ther improvements in salaries and in personnel 
could and should be made in many instances. The 
public still needs further education about the de- 
tails of hospital costs and the great amount of 
service rendered at what I believe reasonable 
rates. 
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We consider vacations as time off to more ade- 
quately equip the employee to return to render 
continued better service. Sick leave, which is rec- 
ommended by one of the staff physicians, is 
equivalent to the length of the vacation period, 
but this varies considerably in different institu- 
tions. Although it is thoroughly understood at the 
time of employment that any hospital employee 
may be expected to work overtime during emer- 
gencies, and I know of few institutions in which 
they are not called upon to do this, they should at 
the same time know that this overtime is appre- 
ciated by the hospital administration and that it 
is of great value to the patient. Whenever pos- 
sible we like to give extra time off for this over- 
time or make it up to the employee in extra salary. 


Periodic Health Examinations 


Some of the other things appreciated by em- 
ployees tending to develop a good family spirit 
and a desire to cooperate and give their best are 
periodic health examinations—they appreciate 
having the hospital take the lead in the community 
by giving them this protection of early diagnosis 
and treatment when the abnormal condition may 
be most thoroughly eliminated; the occasional so- 
cial function; recreational facilities; and thought- 
ful consideration in case of illness in their fami- 
lies—the institution giving every consideration 
and the administration showing real interest in 
their personal problems. They like frankness in 
all discussions whether about a new problem to be 
carried out by the institution or about certain sug- 
gestions they have made for the protection of 
employees or the benefit of patients. An educa- 
tional program particularly for those working 
near the patient’s bedside should be planned. Em- 
ployees should thoroughly understand that when 
one fails to progress he is left behind the parade. 
Frequently the superintendent can find an isolated 
spot in which to place a couch for clerks and 
others who may be ill temporarily and a shower 
for laundry workers—they really appreciate this, 
particularly after a hot day. Similar facilities can 
frequently be provided for other employees who 
may not have this necessity at home. Workmen’s 
compensation insurance should be obligatory. The 
hazards of occupation should be studied not only 
by the superintendent and the department heads, 
but as part of the educational program. Sugges- 
tions from employees as to how precautions can 
be taken to remove hazards are appreciated. 


Developing the Respect of the Employees 


I believe the tendency among administrators is 
towards leadership and development of respect 
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rather than the so-called militaristic big boss and 
little boss attitude. The lowest paid employee 
likes to be led, likes to know that orders are placed 
with understanding and he responds in a loyal, 
efficient way, believing that he is actually accom- 
plishing something for the good of the institution. 
The spirit of willingness to serve and do the right 
thing pleasantly and competently should pervade 
the entire organization. 


We should not object to our employees belong- 
ing to unions, but the idea of getting more and 
more for less and less will not always work, even 
in hospitals. Our people should realize that hon- 
orable sweat of the brow has never been a dis- 
grace and I hope never will. 


There is very little machinery to take the place 
of good bedside care. Due to the advancement of 
the medical sciences and the introduction of highly 
technical hospital equipment, the need of the high- 
ly competent effective worker is more necessary 
today than ever before. Much of this equipment 
requires even more personnel and constant attend- 
ance, thus increasing our costs. 


A planned personnel program encourages em- 
ployees to discuss their situation with the admin- 
istration. They feel free to express their points of 
view and it is known throughout the entire or- 
ganization that there is willingness to discuss 
problems of salaries, hours of duty, and work with 
individual employees and their department heads. 
The hospital should not discriminate against those 
who may be union members. The hospital execu- 
tive must be the one to make the final decision 
about employment and discharge if the best inter- 
ests of patients are to be considered and main- 
tained. Adequate notice should be given by either 
the employee or employer before discontinuance 
of services. 


The hospital should expect all employees to do 
everything possible to promote good will and good 
feeling throughout the institution. The admin- 
istration should not countenance any interruption 
of any phase of hospital service which would 
jeopardize the safety, welfare, and recovery of 
patients. 


Many may be interested in some of the recent 
conflicts in New York City between labor unions 
and hospitals. In 1937 in one of the larger insti- 
tutions, a relatively small group of employees (42 
out of 760) barricaded themselves in strategic 
points in a so-called sit-down strike, endangering 
the lives of patients and retarding and interfering 
with the normal functions of the hospital. For- 
tunately, a definite stand was taken by this insti- 
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tution to protect its patients, and an old law was 
enforced by the courts which is a part of the 
Penal Code, Section 1910, and reads as follows: 


“A person who wilfully and maliciously, 
either alone or in combination with others, 
breaks a contract of service or hiring, know- 
ing or having reasonable cause to believe, that 
the probable consequence of his so doing will 
be to endanger human life, or to cause griev- 
ous bodily injury, or to expose valuable prop- 
erty to destruction or serious injury, is guilty 
of a misdemeanor.” 


The punishment is imprisonment for not more 
than one year, or a fine of not more than $500, or 
both. : 


I have copies of seven legal documents which 
I will not attempt to abstract nor read that 
had direct bearing on this sit-down strike. I would 
like to quote a few paragraphs. One, from the Su- 
preme Court, Appellate Division, Second Judicial 
Department, in which decision was based upon the 
construction of Section 876A of the Civil Practice 
Act (Laws of 1935, Chapter 477), in substance 
provides that no court shall have jurisdiction to 
issue any restraining order, temporary or perma- 
nent injunction, in any case involving or growing 
out of a labor dispute, except after a hearing and 
after making certain findings therein. The ques- 
tion was: did a charitable institution or hospital 
come within the law. In the decision of the court, 
“We believe, even though the statute does not ex- 
pressly exempt charitable corporations, that the 
Legislature never intended it to apply to an insti- 
tution such as the plaintiff.”” Further in the de- 
cision, “It is unnecessary to describe the hardship, 
suffering and disaster that would follow if the in- 
stant statute, with the delay which its require- 
ments entail, were held applicable to charitable 
corporations such as the plaintiff.” In the final 
paragraph, “The order granting plaintiff’s motion 
for an injunction pendente lite and the order de- 
nying defendants’ motion to dismiss the complaint 
should be affirmed, with $10 costs and disburse- 
ments.” 


These employees were indicted and some were 
fined more severely than others. 


The recent threatened strike of ambulance 
drivers in New York City is also interesting. The 
Greater New York Hospital Association has cre- 
ated, during the past year, a Mediation Committee, 
to give advice in case a hospital and employees 
can not agree. In this case, after much consulta- 
tion, the employees were advised by the Media- 
tion Committee that they would take the situation 
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up hospital by hospital with the Labor Relations 
Board of the State of New York and decide each 
case on its own merits. Soon after this the union 
decided to drop the matter for the present. 


We are aware that the Wagner Act does not 
affect charitable institutions. The National Labor 
Relations Act does not apply to hospitals, as these 
institutions are not considered as interstate busi- 
ness. 


There is a feeling that the Mediation Commit- 
tee of the Greater New York Hospital Association 
will be of great assistance to the voluntary hos- 
pitals in particular. The Committee is composed 
of legal talent, with Roderic Wellman of the 
United Hospital Fund as advisor, and other mem- 
bers with a thorough understanding of what is 
best for hospitals and their patients. It would 
seem, from our brief experience with outside infiu- 
ences as described above, that they -are not con- 
ducive to the adequate care of patients or their 


proper protection, due to the lack of understand- 
ing by officials of outside organizations as to what 
is required in the management of hospitals. It is 
not civil or fair practice to strike against defense- 
less sick patients. 


Conclusions 


In conclusion: (1) One of the important items 
in a personnel program and in labor management 
is a carefully planned employment policy. (2) 
Adequate salaries with thorough understanding of 
the value of extra services. (3) An educational 
policy which has as part of its program not only 
keeping employees up to date, but instilling into 
them some of the ideals and philosophies of the 
institution. (4) As we keep our ear to the ground 
and make adequate plans, unions from within and 
without will have less opportunity to inveigle our 
employees into committing acts which are unlaw- 
ful or unsocial. 





Softest Water Ever Softened 


An eastern water softener manufacturer has 
reported an installation in a laundry where the 
water supply contains only two grains of hardness 
per gallon. The first reaction of almost all operat- 
ing men to this would probably be that some water 
softener salesman did a first class job of high 
pressure selling. Quite the contrary, however, 
the laundry management has reported that the 
manufacturer did not want to make the installa- 
tion and sharply questioned the economic sound- 
ness of softening water containing such a small 
amount of hardness. 


Still stranger is the fact that the laundry claims 
to have uncontrovertible proof that removing this 
small amount of hardness has saved 25 per cent 
of soap, soda, and other supplies, and another 20 
per cent on its water bill as a result of eliminating 
rewashes. The equipment, they report, has clari- 
fied the water and eliminated turbidity, color, iron, 
and other impurities which not only eliminated 
the rewashes but vastly improved the quality of 
the finished work. 


Here, it would seem, is the answer to the mini- 
mum hardness that can be profitably removed 
from water. This two grain water is actually 
softer than most rain water, yet the laundry man- 
agement insists that the equipment required to 
reduce it to zero softness was wiped off the books 
within two years. 


As far as records reveal, this is the softest 
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water that was ever softened on a commercial 
scale for laundry use. 





Radium Holdings by Hospitals in the 
United States 


Hospitals of forty-seven states in the United 
States hold radium with an approximate market 
rating of $2,050,000—a little less than one-half of 
the amount needed by the hospitals in this coun- 
try for the treatment of cancer and other dis- 
eases. 


Bellevue Hospital, New York City, is the larg- 
est single radium holder with 914 grams; New 
York’s Memorial Hospital is second with 8.9 
grams; and the State Institute for the Study of 
Malignant Diseases, Buffalo, is third with 81, 
grams. 


Hospitals in important cities throughout the 
country like Des Moines, Iowa, and Syracuse, New 
York, do not have any supply of radium. 


The price of radium has dropped from $70,000 a 
gram to its current level of $25,000, due to the 
discovery of the rich Eldorado vein seven years 
ago. 





The Colorado Hospital Association 


Walter G. Christie, executive secretary of the 
Colorado Hospital Association, advises that this 
Association will hold its annual two-day meeting 
at the Shirley Savoy Hotel in Denver on Novem- 
ber 9 and 10, 1938. 
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The National Health Conference 






Called by 
The Interdepartmental Committee to Coordinate Health and Welfare Activities 


missioner of Hospitals of New York City, 

before the National Health Conference which 
convened in Washington, D. C., last week, was a 
notable one. 

From the standpoint of a careful analysis as 
well as emphasis on the policies to be incorpo- 
rated in any program reasonably certain to pro- 
duce the desired results, it was easily the feature 
of the Conference. 

Dr. Goldwater has for five years or more con- 
ducted the world’s largest program for affording 
medical care and hospital service to the greatest 
number of indigents coming under one central 
control. 

He speaks with the authority with which the 
long and increasingly successful development of 
a program that has satisfied the patients, and the 
public, as well as the medical profession in 
Greater New York endows him. 

The considerations which Dr. Goldwater in 
his address suggested to the Conference are fun- 
damental. The high points of his address follow. 
@ The objectives stated by spokesmen for the 
Interdepartmental Committee are commendable, 
but the program submitted arrives at its results 
by methods of calculation that are too simple to 
be reliable. : 

@ Neglected illness is not always convertible by 
means of money grants or administrative mea- 
sures into illness effectively prevented or cared 
for; current medical science and art have known 
limitations, and results should not be promised 
where knowledge of methods of prevention or 
cure is lacking. 

@ A substantial fraction of increased govern- 
ment expenditure is almost certain to be used for 
mere custodial care. Another large fraction is 
likely to be absorbed by the simple substitution 
of paid for unpaid medical service, and still 
another by more liberal conditions of employ- 
ment for nurses and other institutional person- 
nel. For all these reasons, the calculations sub- 
mitted should be revised. 


To ADDRESS of Dr. S. S. Goldwater, Com- 


Self Help and Voluntary Insurance 


@ In health protection, self-help is preferable to 
outside aid; government intervention in medicine 
is justifiable in cer{ain circumstances, but it is 
desirable as a last, not a first resort. 

@ If a wider application of the voluntary in- 
surance principle will produce a readier flow of 
effective service, the principle is entitled to sup- 





August, 1938 


port. The assumption that it cannot reach more 
than a small fraction of those who need aid or 
protection is unwarranted. 

@ For similar reasons che efforts of county 
medical societies and of medical cooperatives 
sponsored by ethical physicians should be en- 
couraged. These efforts are of primary impor- 
tance in relation to home care, which is of concern 
to a greater number of individuals than actually 
or theoretically require institutional care. 


Medical Care 


@ A clearly defined policy in relation to the 
gratuitous services of physicians is desirable. 
Such services cannot justly be demanded. Must 
they therefore be discarded? 

@ Medical care should be locally, rather than 
nationally, administered. The effective and eco- 
nomical administration of medical aid for the 
masses by huge Federal agencies is well nigh 
impossible. 

@ The appropriation of funds for the creation 
or support of a local medical agency is no guar- 
antee that the agency will do what is expected 
of it. In the development of medical programs, 
emphasis should be placed on the critical evalua- 
tion and periodic revaluation of the services 
actually rendered. 

@ It is unwise for the Government to make 
grants to agencies that have no interest in eco- 
nomical administration. 

@ Caution is required in dealing with private 
agencies that conduct mixed services for rich and 
poor without clear accounting methods. Voluntary 
donations for the benefit of the sick poor have at 
times been diverted. 


Program of Hospital Construction 


@ The program calls for the creation, at Federal 
expense or with Federal support, of 180,000 
general hospital beds. Thousands of general 
hospital beds are now vacant. Local or regional 
councils are being formed to ‘coordinate the ac- 
tivities of existing hospital units with a view to 
the more complete utilization of existing but 
unused resources. These efforts should be inten- 
sified; their success would materially reduce 
estimates of need. 

@ Hospital construction for the nation has pro- 
ceeded without Federal support at the rate of 
25,000 to 30,000 beds per annum. Ten or twelve 
years ago, our total hospital capacity was only 
about 700,000 beds; it is now well over one mil- 
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lion beds. Substantial hospital development 
through local effort will continue if voluntary 
efforts are not discouraged, although such de- 
velopment will proceed at less than the normal 
rate in periods of economic depression. 

@ Programs of construction cannot safely be 
predicated on nation-wide formulae. Experience 
has shown that generous Federal hand-outs al- 
most invariably result in political log-rolling and 
wasteful expenditure. No hospital project should 
be proposed on any other basis than that of 
competent local investigation and demonstrated 
local need. 


<i 


@ It is conceded that social-economic conditions 
affect health. Logically, all influences injurious 
to health should be attacked in a balanced, com- 
prehensive program. 

@ Medical care is not the only human need which 
exceeds the purchasing power of the low-income 
groups. If health is essential to effective citizen- 
ship, so also is education. Should complete medi- 
cal service and unlimited higher education for 
the masses be used for the charting of imme- 
diate working programs for Government today, 
or should they rather be set up as social ideals 
appropriate to a great Democracy? 





Principles of Relationship Between Anesthetists 
and Hospitals 


T IS recognized that anesthesia is a necessary 
service to the patient requiring highly trained 

skill for its administration; that the number 
of physicians specializing in anesthesa is small, 
and that few are found outside large communi- 
ties; that trained nurse anesthetists practice le- 
gally in some states. 


In view of the current discussions concerning 
the relationship of anesthetists to hospitals and 
because of the desirability of protecting the pub- 
lic, of maintaining anesthesia service of high ef- 
ficiency, of safeguarding the hospitals, the hos- 
pital anesthetist, and the interests of the non- 
hospital anesthetist, the following principles are 
hereby approved by the Board of Trustees of the 
American Hospital Association: 


1 The anesthesia service of the hospital shall be 
maintained primarily for the benefit of the 
sick. 

The anesthesia service of the hospital should 
be organized as a department, under the di- 
rection of a qualified person who should be re- 
sponsible for all the anesthesia of the hospi- 
tal. Every hospital anesthesia department 
should be under competent medical direction 
preferably under a qualified specialist in anes- 
thesia, who is'a diplomat of the American 
Board of Anesthesiology or an equally quali- 
fied anesthetist. 

If because of size or isolation or for other rea- 
sons a qualified medical specialist in anesthe- 
sia be not available, some member of the gen- 
eral medical staff paying particular attention 
to anesthesia should be in charge. If nurse 
anesthetist or technician administration of 
anesthesia be used, the physician staff member 
in charge should be responsible. 
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4 A qualified medical specialist in anesthesia is 
entitled to recognition as a professional mem- 
ber of the medical staff and as head of a hos- 
pital department. 

The preservation of the unity of the hospital 
and its component departments and activities 
is an essential administrative principle. Cen- 
tral administrative supervision of the depart- 
ment of anesthesia can be maintained without 
infringement on professional rights or profes- 
sional dignity. 

No one basis of financial arrangements be- 
tween a hospital and the physicians who ad- 
minister anesthesia within the hospital would 
seem to be applicable or suitable on account 
of the great variation in local circumstances. 
The basis of remuneration should be such as 
would best meet the local situation. This basis 
may be that of salary, or private fees, of 
salary plus commission, or such other arrange- 
ments as will meet most effectively the needs 
of the local public, of the individual hospital 
and of the physicians administering anes- 
thesia. : 

Nurse or technician anesthetists should be on 
salary and should be responsible to the hos- 
pital administration and, for professional di- 
rection, to the director of the department. 
Hospitals and anesthetists should recognize 
that their primary obligation is efficient serv- 
ice to the patient, with the maximum economy 
to the patient that is consistent with quality of 
service. The arrangements between hospital 
and anesthetists and the financial arrange- 
ments with the patient should be in the spirit 
of these principles. Neither the hospital nor 
the anesthetist should exploit the patient or 
each other. 
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Our Post-Convention Tour to Mexico 


"It's Your Business" at DALLAS; "It's Your Pleasure” 
at MEXICO CITY 


meeting of the American Hospital Association 

at Dallas, Texas. Preparations are underway 
for a most outstanding Convention in this very 
interesting city. 


F ince: and most important comes the annual 


One of the advantages of having the Conven- 
tion in Dallas is to afford an opportunity to cross 
the Rio Grande in a short space of time and enjoy 
a visit to old, romantic Mexico. Here are scenic 
splendors and artistic creations to rival those of 
Europe. Ancient pyramids, buried cities, language, 
culture, and customs that are all strangely differ- 
ent from ours. 


Cast cares and worries aside and join the Post- 
Convention Tour group for a delightful, restful 
vacation. Let the springtime warmth of the sun- 
filled days renew your energies and relax your 
minds. 


This is your opportunity to visit this interest- 
ing and colorful country at a minimum cost. 


The American Express Travel Service will han- 
dle the Post-Convention Tour arrangements. They 
are pioneers in the Mexican travel field and will 
assign an experienced courier to accompany the 
party. Need more be said to assure you of a care- 
free trip which will allow you to make the most of 
the time at your disposal? Your comfort and 
pleasure en route to and from Mexico City are 
assured when you board one of the special cars. 


You will enjoy the companionship of your 
friends and fellow members while you relax in 
your modern hotel on rails with spacious inviting 
lounge car and handsomely furnished dining cars 
—everything to make your journey memorable. 


International Boundary 


Crossing the Rio Grande (the boundary line), 
we enter Mexico at Nuevo Laredo, where Mexican 
Customs and Immigration Inspections are made. 
Details of these inspections will be handled by the 
American Express Company’s courier. 


Mexico City 


No other city on the continent compares with 
Mexico City in natural beauty, legends, traditions, 
architecture, and human interest; in these re- 
spects it rivals the important cities of the Old 
World. The climate is delightful and equable, with 
an average year-round temperature of 69°; the 
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highest in summer is 71° and the lowest in winter 
is 48°. It claims the highest average of sunshine 
of any city in the world. ‘ 


Mexico City lies in a valley, completely sur- 
rounded by picturesque mountains, on the bed of 
what was once a great lake; hence its streets are 
level. There are many beautiful boulevards, bor- 
dered by homes of exquisite taste, Spanish and 
French in design, with colorful patios filled with 
flowers. 


During the stay in Mexico City and its environs 
one comes to know the city and its ever-courteous 
people, its shops, its fine restaurants, and broad 
boulevards, as a pleasant relief from our own hur- 
ried existence. One falls in with the less strenu- 
ous life of this near-tropical country, where 
flowers, music, and art are necessary comforts and 
business takes its siesta in the middle of the day. 


Puebla and Cholula 


From Mexico City we motor 85 miles to Puebla, 
traversing a lofty, mountainous country. This 
“Rome of Mexico,” as it is called because of its 
many churches, is a city of over 100,000 people, 
nestling in a valley at the foot of the world- 
famous snow-topped volcanoes. Puebla is one of 
the oldest cities in Mexico and shows few results 
of progress. It has always been regarded as a 
strategic military point, the key to the capital, 
and its history reveals continental strife for pos- 
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“Charros,” Mexican Cowboys 


session between the French, Spaniards, and Amer- 
icans for several decades, prior to 1867. Orderly 
and clean, Puebla is noted for its fine architecture, 
resplendent with polychrome glazed tile. Among 
the many churches we visit the magnificent 
Cathedral, one of the largest, handsomest, and 
richest in the country. We visit also the nearby 
Pyramid of Cholula, which was ancient when the 
Aztecs found it in 1176 and whose builders are 
unknown. 


Guadalupe and the Pyramids of San Juan 
Teotihuacan 


From Mexico City we motor to the suburb of 
Guadalupe, the “Sacred Shrine of Mexico,” with 
its famous “Holy Well” of sacred water, and on 
to San Juan Teotihuacan to see the mighty Pyra- 
mids of the Sun and the Moon. These are the 
largest artificial mounds in North America; one of 
the Pyramids is almost as large as the greatest 
in Egypt and nearly as high. Nearby lie the ruins 
of the Buried City and the Temple of Quetzal- 








Mexican Sefioritas in Fiesta Garb 


60 








coatl, which probably found its origin some 3,000 


. years ago. When -the excavations are completed 


the ruins will undoubtedly reveal the identity of 
the builders, which to this day is still shrouded 
<1 mystery. 

Toluca 


From Mexico City we motor to Toluca and “El 
Desierto” (Desert of the Lions), located amid the 
beautiful mountains above Mexico City. Toluca 
is rightfully considered the most picturesque In- 
dian Market in all Mexico and it is our good for- 
tune to be there on Friday, the one day of the 
week when the market is in full operation. The 
monastery of “El Desierto” is one of the oldest in 
Mexico. It was erected in 1606 by Carmelite Monks 
as a retreat and the old convent is still standing. 
The lovely groves that radiate from the crumbling 
walls of the ancient structure and the peaceful 





Pyramid of the Sun 


surroundings make this one of the most satisfying 
of the many interesting places we see in Mexico. 


Xochimilco, the Famous Floating Gardens, and 
Cuernavaca 


Xochimilco is reached via Tacuba, where is lo- 
cated the “Tree of Dismal Night,” beneath which 
the brave Cortez sat, in 1520, and wept as the 
straggling remnants of his army crept by in their 
retreat from the Aztec capital. At Xochimilco 
are the famous Floating Gardens. Here is a Venice- 
like series of canals, winding about shady plots of 
flower-strewn ground. 


Cuernavaca was a sizable place when captured 
from the Aztecs in 1521. The weight of centuries 
rests upon its ancient buildings. Streets are nar- 
row, cobblestoned, and clean. The colorful dweli- 
ings and the profusion of foliage make it one of 
the beauty spots of the country. Cortez was so 
impressed with its natural beauty he erected his 
palace there in 1530. The edifice still stands intact. 


Complete details of our post-convention trip to 
Mexico will be forwarded to you in the near fu- 
ture, and we trust you will avail yourself of this 
opportunity of visiting a truly foreign country. 
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Post-Operative Pulmonary Complications Under 
Controlled Air Conditions 


ALBERT G. YOUNG, M.D. 


NE of the serious hazards accompanying 
O any operative procedure is the possibility 

of post-operative pulmonary complica- 
tions. The numerous studies made in recent years 
have unanimously emphasized the frequence of 
such complications even though there has been no 
definite agreement as to etiology or preventive 
measures. King,' at the Massachusetts General 
Hospital, has contributed some very definite in- 
formation as to the true incidence of post-opera- 
tive pulmonary complications following various 
types of surgical operations. He showed that 
the greatest number occurred following “laparot- 
omy and herniorrhaphy (14.0 per cent) ; they are 
especially frequent after operations on the stom- 
ach, gall bladder, and intestine (40.2, 18.8, and 
20.8 per cent, respectively) ; they occur twice as 
frequently in men as in women—the patients’ 
general condition and sepsis, or perforation, play 
a definite part. Statistically the type of anesthe- 
sia bears no relation to the development of com- 
plications.” 


Since abdominal operations are most frequently 
followed by post-operative pulmonary complica- 
tions, an effort has been made by several investi- 
gators to determine to what extent the respira- 
tion is embarrassed following such operations, 
and if this is a factor in the development of com- 
plications. It has been shown that after abdom- 
inal operation the lung assumes the position of 
normal expiration. This apparently allows the 
collection of secretion in the bronchi and atelec- 
tasis or pneumonia may result.’ * ® 


King points out that the type of pulmonary 
complication following operation usually develops 
within the first three post-operative days and is 
characterized by fever, leukocytosis, cough, and 
purulent sputum. Only a small percentage of the 
cases can be diagnosed as true bronchopneumonia 
or massive collapse, so that the diagnoses of pneu- 
monitis as well as atelectasis are frequent. These 
studies do not include the incider.ce of pulmonary 
embolus or exacerbation of pulmonary tubercu- 
losis or empyema. Since interference with respi- 
ration appeared to be partly responsible for these 
conditions, Henderson, Haggard, and Coburn’ ad- 
vised the induction of hyperventilation by the in- 
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halation of carbon dioxide. Scott’ reported 2,850 
cases in whom 85 per cent received hyperventila- 
tion. Three cases of massive collapse occurred. 
In the 15 per cent not receiving hyperventilation, 
4 cases of massive collapse occurred. In contrast, 
Sise, Mason, and Bogan*® reported on a smaller 
series of cases in which 4.2 per cent of 48 patients 
treated by hyperventilation developed post opera- 
tive pneumonia, while 2 per cent of 49 non-treated 
patients showed pulmonary complications. King,’ 
in reporting his series of 648 patients who had 
laparotomies or herniorrhphies and received hy- 
perventilation, and 667 carefully alternated cases 
as controls, concluded: “Carbon dioxide inhala- 
tions are of no greater value in preventing post- 
operative pulmonary complications than frequent 
change of position of the patient. . . . Progress 
in routine post-operative care has been made, but 
a real preventive for post-operative pulmonary 
complications has not been discovered.” 


King’s conclusions appear to summarize the sit- 
uation as it exists at the present time. It has, 
therefore, been of interest to study the incidence 
of .post-operative pulmonary complications in pa- 
tients in an air-conditioned environment. 


In December, 1936, the Corey Hill Hospital in 
Brookline, Massachusetts, was opened as a com- 
pletely air-conditioned hospital. Because of the 
results to be reported, it is important to briefly 
outline the manner and the extent to which the 
air and its temperature and relative humidity is 
controlled. 


The specifications called for a relative humidity 
in all rooms (except the operating rooms) of 30 
per cent (plus or minus 2 per cent) throughout 
the year. The temperature control can be varied 
in the individual rooms, but the maximum de- 
manded a temperature up to 75° F., in sub-zero 
weather, and a temperature not to exceed 80° F., 
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: Transurethral : 
Type Kidney Resections Cystoscopies 
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when the outside temperature was 95° to 100° F. 
In the operating rooms the relative humidity is 
increased to 50 per cent to 55 per cent to protect 
against possible explosions from anesthetic gases, 
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and it is also possible that the increased humidity 
may be beneficial to the anesthesized patient to 
retard loss of body heat and fluids. 

The Corey Hill Hospital is a 40-bed hospital 
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consisting of 2 floors and an operating suite. The 
building was zoned for air conditioning. The op- 
erating suite is in a separate zone. The rest of 
the hospital is divided into two zones for control, 
so that during the cooling season the temperature 
of the air can be controlled according to the posi- 
tion of the sun and the exposure of the rooms. 
The air is conditioned (washed, filtered, cooled, or 
warmed and dehumidified) in the sub-basement. 
Because of odors, the possibility of infections de- 
veloping, and the psychological hazard to the pa- 
tient; none of the used air is re-circulated. The 
air supply is sufficient to build up a slightly posi- 
tive pressure inside and to change the air in the 
room every fifteen minutes. The air is diffused 
through the room by means of an ejector, which, 
in conjunction with thermostatic control of tem- 
perature, precludes drafts. All windows and doors 
are double sashed and weather stripped, not only 
for insulation but to prevent infiltration of dust, 
pollens, etc., for the sake of allergic patients. 
Each room is supplied with its own unit system, 
and therefore the opening of doors does not affect 
the conditions of the other rooms. 


Within the first year of operation, despite the 
extremes in outside temperature and humidity, 
the relative humidity within the hospital has re- 
mained between 30 per cent and 33 per cent, and 
in the warmest weather the highest temperature 
recorded in one of the southwest rooms was 78° 
F. These measurements were taken on 24 hour 
temperature and humidity recorders. 


At the end of the first year 743 operations had 
been performed. A check of the operations shows 
that but one case of post-operative pulmonary 
complications occurred. This was a question of 
bronchopneumonia following a gall bladder opera- 
tion. The condition cleared up quickly and the 
patient made an otherwise uneventful recovery. 
Observation of the charts shows that the type of 
operations performed and the age of the patients 
showed about the usual variation of unselected 
cases admitted to a surgical service. Laparoto- 
mies and hernia numbered 127; thyroidectomies, 
90; transurethral resections, 12; thoracoplasties, 
4; etc. It is interesting to note that but 9 deaths 
occurred following operation. Of these, 5 were 
advanced cases of carcinomatosis; 1 was a pros- 
tatectomy in an elderly man with advanced kid- 
ney complications, and 3 deaths were due to pul- 
monary embolism. From a prognostic standpoint, 
the 5 cases of advanced malignancy appeared to 
have no prospect of recovery at the time of ad- 
mission. The operations were performed to re- 
lieve the patients as much as possible. The pros- 
tatectomy case was definitely a very poor risk. 
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This leaves 3 cases that died of embolism as un- 
expected mortalities out of 743 operations. 


Discussion 
As King' * has pointed out, the etiology of post- 
operative pulmonary complications has not been 
proven, and therefore preventive measures are 


empirical. He mentions the advantage of good 
post-operative nursing. 


Therapeutic air conditioning is such a new pro- 
cedure that we are not certain yet just what con- 
stitutes the optimum temperature and humidity 
for ill people. However, there is considerable evi- 
dence to show that a constant temperature and 
humidity within the limits outlined above taxes 
the circulation less than do extremes or quick 
changes. It is difficult or impossible to evaluate 
the advantage of filtration of air except in allergic 
patients where it is unquestionably of great value. 
Much more time and experience, as well as re- 
search, is necessary to determine the real value 
of air conditioning and the extent to which it 
should be used. The unusually small number of 
deaths and the occurrence of but one case of post- 
operative pneumonia in a series of 743 operations 
would seem to indicate that air conditioning may 
have been a beneficial factor. 


The author wishes to express his thanks to Pro- 
fessor C. P. Yaglou of the Harvard School of 
Public Health, for helpful suggestions in the prep- 
aration of this paper. 
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The National Health Conference 


The Interdepartmental Committee to co- 
ordinate Health and Welfare activities called a 
conference of 100 prominent physicians, leaders 
in public welfare activities, labor leaders, hospital 
administrators, journalists, and social economists 
in Washington last week. 


The program proposed is entitled to careful 
consideration by every interested group. A part 
of it is certainly commendable. Other portions 
upon first analysis appear impractical and _ ill- 
fitted to present or future needs. As a whole, it 
impresses one as being a loosely connected pattern 
of ideas widely dissimilar, submitted by divergent 
groups, joined together in an effort to compromise 
differences and satisfy, at least in part, its several 
proponents. 


It shows a definite individual study of consider- 
able merit, but is lacking woefully as a construc- 
tive group study. Both the program and the con- 
ference convey the impression that it was a large 
trial balloon sent up to gauge the popular thought 
upon the policies the program suggests. And it 
probably was just that. 


No organization, particularly the American 
Hospital Association, should take a defeatist at- 
titude toward the results of a conference com- 
posed of the 100 or more talented men and women 
who participated. No organization can afford to 
take an obstructionist position against any well- 
ordered program, the object of which is to pro- 
mote and insure the public welfare. 


The provision of hospital facilities and hospital 
and medical service is a joint responsibility of 
philanthropy, the medical profession and the gov- 
ernment working in sympathetic understanding 
and intelligent cooperation. It is not possible 
to place an undue burden upon any one of these 
three groups without inflicting irreparable 
damage. 


Neither partisan politics nur the individual in- 
terests of organized groups should dictate the de- 
velopment of any program which has for its 
objectives the improvement of every service, in- 
cluding hospital and medical service, for those in 
need. 


But it is one thing to provide hospital facilities 
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and medical service for the poor, and for the low 
income class of our people; it is quite another 
thing to have these same people avail themselves 
of the service. A hospital on every corner and a 
physician in every city block would not insure 
that all of the people we want to serve will either 
use the hospital or consult the physician. 


There are some millions of our people whose 
religious precepts prevent them from receiving 
medical care. Many others who prefer to do with- 
out either or both medical and hospital ser- 
vice, and many more who for reasons sufficient to 
themselves will be guided entirely by their own 
wishes and convenience. 


We will anticipate a larger government sup- 
port for our domiciliary and custodial institu- 
tions; we will expect philanthropy to continue its 
generous support and the public will make its 
contributions within the limitations of its finances. 
Any plan for human betterment, any program 
for hospital and medical service must be based 
upon the voluntary effort of our people. Com- 
pulsory support and compulsory patronage of our 
institutions and our physicians, whether the gov- 
ernment pays the bill or not, will never succeed. 


The Conference has ended; a program has been 
submitted; its proponents and its critics are far 
apart. What the Conference accomplished can- 
not at this time be determined. Whether it ren- 
dered a material service to the public, or advanced 
its policies in the public mind, no one can 
prophesy. It has been provocative of a better 
distributed and in many ways a more wholesome 
knowlédge of the services that determine the wel- 
fare of our people. 


The good resulting from the Conference must 
not be lost to our people who are most in need. 
The program affords a basis for constructive 
study by the groups whose interests are largest 
and who are better informed of ways and means 
to develop a program to meet these needs. There 
are six national organizations representative of 
every interest involved in a National Health Pro- 
gram which should make a joint study of the 
program proposed at the Conference. They are: 


1 The American Public Welfare Association 
2 The American Public Health Association 
3 The American Medical Association 








4 The American College of Surgeons 

5 The American College of Physicians 

6 The American, Catholic, Protestant, and Na- 
tional Hospital Associations (acting as a sin- 
gle group) 


— 


Group Hospitalization and the 
County Medical Sccieties 


The public reception of the non-profit plans for 
hospitalization insurance has greatly exceeded 
early expectations. The early predictions that it 
was a child of the depression or a medical service 
viaduct over the depressed income graph, must be 
revised in the light of continued economic sub- 
version. Group hospitalization has become a pub- 
lic service and is not strictly a hospital or a med- 
ical project. In the various states and cities where 
initiated, it has met with varying reception from 
the hospitals and the medical profession as repre- 
sented by the County Medical Societies. In gen- 
eral the hospitals have cooperated splendidly from 
the start. Latterly, in two or three states where 
amendments to the insurance laws or enabling 
Acts were necessary for the organization of non- 
profit groups, considerable opposition has been 
made by organized medicine. The crux of the 
discussion resides in a consideration of what is 
included under hospital service. 


Organized medicine maintains that the services 
of the anesthetist, pathologist, and roentgenologist 
should be included in the practice of medicine the 
same as surgery or obstetrics, and that these 
services are not properly classified as hospital 
services. The hospitals maintain that routine lab- 
oratory work, the work of the nurse anesthetist, 
and much of the work of the department of roent- 
genology constitutes technical hospital services 
under the direction of licensed practitioners in 
medicine. Many of these services in the eyes of 
the general public have long and routinely been 
considered a part of hospital services when car- 
ried out in hospitals. Both the medical profession 
and hospital authorities have considered them as 
largely technical. It is admitted that there is a 
chance for argument as to the diagnostic work of 
the pathologist in tissue sections and the interpre- 
tation of films by the roentgenologist. A nurse 
anesthetist in the large well organized hospitals is 
merely a technician of the chief anesthetist, who 
is a physician. The surgeon in charge of an 
operation must sponsor and be legally responsible 
for the services of a physician anesthetist as well 
as a trained nurse anesthetist. Throughout the 
country practically all resident medical directors 
of laboratories are full time salaried officers of 
the hospital. The same is true of many roentgenol- 
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ogists, and a few physician anesthetists. Nurse 
anesthetists are generally full-time workers. 


Opposition on the part of organized medicine 
has defeated some enabling Acts permissive of 
non-profit group hospitalization. The opposition, 
basically, is from so-called ethical motives. Most 
medical discussants acknowledge that the possi- 
bility of having the hospital expense met through 
an insurance fund provides greater opportunity 
for reimbursement of the physician. They do not 
question the economic and actuarial soundness of 
the proposition as a benefit to the patient and 
hospital. With the free choice of physicians, the 
alleged ethical principles, as related to specialists 
in charge of technical services, are so contrary 
to routine practice as to predicate reorganization 
of hospital work and personnel if carried out. 


Hospitals have always been sympathetic with 
medical ideals and ethics, but are necessarily sub- 
servient to public pressure and social needs. That 
the public has not been sympathetic toward some 
of the long established principles of medical 
ethics, observed by the profession, has been pub- 
licly manifest in many ways in recent years. Any 
group hospitalization plan that provides special 
and unknown fees, in addition to the flat insur- 
ance premium rate is doomed to failure. Freedom 
of agreement between the hospital and the special- 
ist should be continued, the hospital authorities 
recognizing that the technical services in question 
should be under the direction of a qualified physi- 
cian specialist in each of the three groups. 


w. tk. B. 
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Quality and Price 


Reputable manufacturers govern the price they 
quote to the hospital buyer by the cost of produc- 
tion and merchandising. All classes of equipment 
and supplies used by hospitals, instruments of 
precision, sterile solutions, surgical supplies, 
sterilizing and laboratory equipment, drugs and 
dressings, require the best of raw materials and 
the most experienced and best qualified artisans 
in the processes of their production, if the hos- 
pital and the patients are to be protected from 
unnecessary hazards. 


Cheap materials and poor labor result in poor 
products at reduced cost but with increased risk 
to the hospital user. 


Where quality and expert workmanship are em- 
ployed, the cost of production is higher, the price 
to the purchaser is increased, but the risk to the 
hospital and the patient is materially reduced. The 
products last longer in actual service. The physi- 
cian and the surgeon work without any anxiety 
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so far as the physical equipment, instruments, 
and supplies are concerned. The increased cost 
of the quality product over the poorly made arti- 
cle is good insurance for the hospital. 


Production costs have been carefully analyzed 
by purchasing agents, administrators, and others 
in the hospital field. When the invested capital 
in plant and material, and the increased cost of 
skilled labor and merchandising expense are fair- 
ly accounted for, the prices quoted by the reput- 
able manufacturer or purveyor show no excessive 
profits. Few large fortunes have been accumu- 
lated through the sale of hospital equipment and 
supplies. 


The hospital market has from time to time 
been flooded with cheap products of foreign 
manufacture, and with shoddy products of local 
manufacture which have been sold to hospitals at 
a much lower cost than products of good quality. 
Invariably the hospital has been the loser: The 
purchasing agent or buyer in any hospital saves 
a great deal in buying products which have stood 
the test of satisfactory service offered by repu- 
table manufacturers, and sold by reputable dealers 
at a fair profit margin. 


—_——_ 


Tax Funds for Voluntary Hospitals 


It is estimated that about $30,000,000 was ex- 
pended by local and state governments during 
1937 to pay non-governmental hospitals for the 
care of public charges. This figure has been in- 
creasing. It is now larger than either the total 
income from the endowment funds of all our hos- 
pitals or the total of voluntary charitable contri- 
butions which they receive towards current ex- 
penses. What will the situation be ten years 
hence? 


In this issue we publish (pages 17-24) the 
statements prepared by a Joint Committee of the 
American Hospital Association and the American 
Public Welfare Association, setting forth policies 
and procedures for the use of public funds for 
these purposes. If governmental funds are to be 
used to pay non-governmental institutions, the 
public officials who administer these funds must 
utilize them wisely and economically. If hospitals 
are to receive such funds, they must accept cer- 
tain obligations and entanglements. 


A general policy in this matter was adopted a 
year ago by the two Associations, and this is now 
supplemented by the Joint Committee’s three ad- 
ditional statements on Hospital Standards, the 
Per Diem Rate, and the Determination of Finan- 
cial Eligibility. These statements have not yet 
been proposed for official action by either Asso- 
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’ ciation, for they raise many questions on which 


comment and criticism is desired before such 
action is taken. Administrators are urged to give 
attention to this publication and to send in their 
views and suggestions as requested therein. 

Ree eC SEEDY: 


Vacations? 


The time has arrived when the vacation season 
confronts hospital administrators. Fortunate in- 
deed is the superintendent whose hospital board 
has established a definite schedule for vacations 
so that the additional expenditure required for 
the relief personnel has been included in the 
budget. In such an institution vacations make 
little if any difference in the smoothness of the 
daily routine. However, many hospitals do not 
find themselves among this happy group and to 
them the vacation season presents a real financial 
problem. As a result, the work is divided among 
the remaining personnel, with little relief supplied. 
The service suffers accordingly. 


Every administrator recognizes that the hos- 
pital, with its grind of work day after day, year 
in and year out; extracts a heavier physical toll 
from its employees than almost any other type of 
work. Then, too, hours are often longer and they 
have to meet their share of Sunday and holiday 
work. No member of the personnel is exempt, 
yet many times, when it comes to vacations, 
only the professional personnel is considered. 
Any recreational time taken by the other groups 
must be financed by themselves. This sometimes 
means two or more years without a vacation. Yet 
these workers feel, and justly so, that they are 
equally entitled to some vacation time. Often as 
a result they become overly tired, ailing, dissatis- 
fied workers, and actually cost the hospital as 
much as the few days vacation would have cost. 


In these later years, hospitals have done an 
excellent piece of work in changing the viewpoint 
of the public; today hospitals are generally recog- 
nized as the community health educational center. 
Just how long will they be able to stay on this 
high pedestal, when people learn that some of the 
hospitals, seemingly, are not as interested in the 
physical welfare of their employees as are the in- 
dustrial concerns in their community? By the 
irony of fate, we are judged alike, even though 
many hospitals do-recognize that all workers de- 
serve the same consideration. 


However, the financial problem, the real reason 
why all of our employees are not vacationed, is 
still before us. Hospital trustees are faced with 
finding the solution, if a good “esprit de corps” is 
to be maintained. 


C. E. D. 
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Autopsy Room and Its Appurtenances 


GERALD F. HOUSER, M.D. 


to equip will be our first consideration. If the : 


Te: location of the autopsy room that we are 


bodies are to be removed from a room adjoin- 
ing or near the autopsy room itself it is important 
that the latter be inconspicuous so that the under- 
taker’s entrance and exit be hidden from the 
eyes of patients in nearby wards, and not in the 
full view of curious neighbors. 


The morgue and autopsy room need not be in 
complete apposition; it is a convenient arrange- 
ment put not a necessary one. From the util- 
itarian point of view it is vital that the labora- 
tories be centralized, and, indeed, this is the 
modern trend. We do want our autopsy room 
near the pathological laboratory, but the morgue 
may be in some relatively distant place, its chief 
attribute being its lack of prominence. This prin- 
ciple would be well exemplified by putting the 
morgue in the basement and the autopsy room 
and pathological laboratories on the top floor. It 
has actually been done and works admirably. 


In many institutions the autopsy room and lec- 
ture hall for students and pathological confer- 
ences are not separated. This arrangement 
frequently results in awkward situations when 
the hall is in demand for conferences or lectures, 
when autopsies must be performed, or when the 
any event it is possible to teach only a small 
group around the table the same as in a surgical 
amphitheater. Any instructor will tell you that 
touch is as important as sight for students. 
Small elevated portable stands serve the purpose 
very well although a circular observation gallery 
above the table as in some operating rooms may 
afford the student a good opportunity to see what 
is going on. The disadvantage of this arrange- 
ment lies in the inconvenience of getting down to 
the table and back to the gallery. 


Heat, Light, Ventilation, and Cleaning Factors 


Before discussing the equipment in any detail 
certain general considerations will be mentioned. 
These have to do with construction and involve 
the factors of heat, light, ventilation, and clean- 
ing. There is no need for any great elaboration 
in the heat problem. On warm days or in areas 
where heat is always a factor to be dealt with, 
the use of fans placed advantageously may offer a 
partial solution. A system of cooling coils similar 
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to those used in the morgue may be advisable in 
some climates. It hardly seems practicable to 
establish any form of air conditioning. Where 
lecture hall and autopsy room are combined, one 
large suction fan near the ceiling is fairly satis- 
factory as a ventilating process under ordinary 
conditions. The use of air suction in the table 
itself to remove unpleasant odors will be discussed 
later. 


The bluish daylight lamps for illuminating the 
field of operation are generally favored although 
if the light be bright enough color makes little 
difference. Three 100 watt bulbs placed longi- 
tudinally above the table are quite satisfactory 
and an adjustable floor lamp for closer scrutiny 
of the organs serves a'valuable purpose. 


The discussion of light suggests the question of 
the proper color scheme and we offer the theory 
that painting the walls a not too dark green is 
most restful to the eye. 


Terrazzo floors are probably as satisfactory as 
can be had when the cleaning factor is considered. 


Autopsy Table 


From the purely physical standpoint the great- 
est emphasis, logically enough, should be placed 
on the table where the operation (we will call it 
that) is to be performed. Only the neglect of 
what should be the obvious requirements, as seen 
in many an autopsy room, necessitates the discus- 
sion of such specifications as height, width, and 
actual construction. A satisfactory height is 36 
inches. This will seem somewhat high to many, 
but it is a situation that may be remedied with 
little difficulty. The operator under average 
height may use a stand as many a surgeon is re- 
quired to do, and this is a much simpler way of 
doing things than the construction of an elaborate 
and more than likely expensive bit of apparatus 
for adjusting at various levels. The different 
connections that we would like to have complicate 
the picture if the table is to be moved in any way. 
We want something comparatively simple and 
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something that does not cost too much. A 32 or 
33 inch width is the most practical, permitting 
necessary manipulation of the body, and not 
causing too much reaching and exertion on the 
part of the pathologist. A length of 76 inches is 
adequate. The principal factor in the selection 
of material is the readiness with which it lends 
itself to the cleaning process. Slate or marble 
may be used and the only objection offered here 
to either of these is that cracking or chipping may 
take place and so mar the appearance. This prob- 
ably is not a serious drawback but it may be con- 
sidered in passing. Monel metal or welded 
stainless steel are to be preferred and of these 
two we would select the latter for its durability 
and the fact that it is less liable to staining or 
destruction by strong acids. The importance of 
a raised edge, and we suggest a rim of about 2 
inches, will be appreciated by those who have had 
to perform a post mortem examination in a pri- 
vate home where a spilling over is disastrous. For 
drainage purposes a 214 inch slope from the 
edges of the table to a center drain is advised. 
This drain should be large enough and a 12 inch 
diameter at least is suggested, with an easily re- 
movable perforated cover. Across the depression 
created it is advisable to place boards or rods on 
which the body is to rest. A metal grill is unsat- 
isfactory because of the readiness with which 
forceps, scissors, and other small implements slip 
through. Wide, metal rods or strips are easy to 
clean and are, all in all, the most practical. 


In Europe, particularly some hospitals in Ger- 
many, a useful feature is a sink at one end of the 
table, thus permitting the transfer of organs from 
table to sink without any dripping to the floor. 
Gas connections on the table mean that a Bunsen 
burner may be placed on the section board, thus 
making it easier to secure a sterile field as is 
necessary in obtaining heart cultures. The trans- 
fer of heated instruments over any appreciable 
distance may spoil the whole process. Bacterio- 
logical sterility is not as easily obtained as sur- 
gical sterility or that degree which permits the 
performance of surgery at relatively no risk to 
the patient. 


If the table has a water connection and we feel 


that this is the only connection absolutely neces- - 


sary, care must be exercised to prevent siphonage 
back from the table into the general water system. 
A funnel type siphon breaker is recommended as 
the safest type even though water pressure is 
lessened by this device. 


Air suction in the table for the purpose of 
eliminating bad odors at their source should not 
be employed for two reasons: (1) No amount of 
suction will keep foul air out of the room and 
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(2) The organs dry off so quickly that examina- 
tion is rendered difficult. Even fans used near 
the table may create such a situation. 


A vacuum pump for the suction of body fluids 
is very convenient but not necessary. There is 
this to be said, however, and it is that pathologists 
who have become accustomed to its use usually 
are lost without it. The coagulated fluids which 
occasionally clog the apparatus are minor difficul- 
ties to them, which are easily remedied by a little 
pressure on the rubber tubing. 


As mentioned above, a sink directly at one end 
of the table is a valuable aid. At any rate this 
should be a unit in itself and separate from other 
sinks. These others are the pathologist’s or 
surgeon’s sink equipped with elbow faucets or 
floor pedals, and a utility sink where instruments 
may be washed. While soap disinfectant is ade- 
quate in the average autopsy, in some cases as 
when gas bacillus infection and tetanus are in- 
volved, instruments should be autoclaved before 
being returned to the instrument cabinet. 


Instruments 


We have concluded that a detailed description 
of all the instruments required for the perform- 
ance of a post mortem should not be attempted. 
Individuals differ and certainly this applies to 
pathologists. The particular pet knife of one is 
scorned by another. Nevertheless, we will men- 
tion below a few that seem to warrant some dis- 
cussion. 


An electric circular saw for operation on the 
bones of the cranium is a great time saver, but 
other factors are to be considered as serious dis- 
advantages or worse. The rapid sawing may re- 
sult in injury to the brain although close appli- 
cation to the task should prevent an occurence of 
this sort. There is, also, the possibility of the 
saw’s catching in the hair and evulsing the entire 
scalp. Danger number three is that bone spray 
in infection such as meningitis is a real peril. A 
mask should be worn at these times. The saw 
shows a great tendency to jump and great care 
must be used particularly in the frontal area 
where this difficulty is probably most frequently 
encountered. 


A motor driven band-saw saves a great deal of 
time in work on other bony structures of the 
body. 


Two types of weighing scales should be a part 
of every autopsy room equipment, a large one for 
weighing the whole body and another for organs. 
It is often desirable to correlate organ with body 
weight. The small scale, for most convenient use, 
should be suspended over the table on a hook from 
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which it may be easily removed. We will also 
mention and advise the use of head calipers. 


Use of X-ray 


Other necessary equipment, which in reality 
belongs to the lecture hall, includes a projection 
machine with screen and a viewing stand for 
x-ray films. 


The use of x-ray as an autopsy feature is a 
comparatively recent development and is now 
being applied quite extensively. Its possibilities 
are indicated by data already brought to light. 
Shadows may be checked with autopsy findings 
and offer material potentially valuable to the 
pathologist. Some illustrations of this method of 
investigation will be listed. 


1 Detection of cases of pneumothorax which 
would not be demonstrated otherwise. 


2 Detection of metastases in bones. Fluoro- 
scopy here renders it unnecessary to make wide- 
spread examination and enables the operator to 
go directly to the affected part. 


3 The value of x-ray in the study of lungs after 
removal in the search for calcified foci of tuber- 
culosis may be readily appreciated. This field of 
research is being exhaustively explored in the 
laboratories of one of our large universities. 


4 Ureteral stone study is another field in which 
post mortem x-ray has much to offer. 


Various devices may be contrived for the con- 
venient examination of the body. These methods 
of suspension need not be discussed here. 


We have been concerned here in dealing chiefly 
with principles and only going into any detail 
with those features which seemed to demand some 
elaboration. This probably leaves much to be 
desired although most of the opinions expressed 
doubtless convey no novel suggestions to many. 
This as may be suspected is by way of preamble to 
the next subject which we consider worthy of a 
few words; i. e., the morgue, or mortuary. 


Mortuary 


The location of this receiving room of the dead 
has already been discussed but there are several 
other points to consider. The construction should 
be of such material and so devised that it may be 
easily cleaned and kept at the proper temperature. 
The latter should be approximately 40 degrees 
Fahrenheit and to obtain this we suggest that 
coils be placed under the ceiling and brine at 22 
degrees F. be pumped through them. It will be 
wise to have two sets of these coils, one for ordi- 
nary temperatures and the other to be put into 
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use on extremely hot days. Under these, drip 
pans with suitable drains should be suspended. 


Terrazzo walls and floors are easily cleaned and 
behind these we recommend that 4 inch cork insu- 
lation be applied. A thick door of refrigerator 
type completes the picture as far as the cooling 
process is concerned 


Reception of the Bodies 


Many are the devices that have been planned 
for the reception of the bodies and many of these 
leave much to be desired. The simplest are the 
best and again we are guided by the principle of 
cleanliness. We prefer the marble or terrazzo 
slabs fastened to the wall by 2 inch flat bar 
brackets. There should be no more than two tiers 
so that no reaching is necessary. It will be possi- 
ble to provide for ten or twelve cadavers in a 
small room and leave sufficient space in which to 
move around. The method here described is to 
be preferred to the more complicated one of plac- 
ing the body on a tray which slides into a refrig- 
erator compartment. These tend to develop an 
unpleasant odor in time which is hard to eradi- 
cate. They have one virtue in that bodies are 
kept out of sight, and the reader is left to his 
choice of methods. We return to the autopsy 
room for a moment and offer the suggestion that 
a small refrigerator may be used here. Thus a 
body may be taken thither at night and be con- 
veniently placed for the pathologist in the morn- 
ing. When the morgue and autopsy room are 
widely separated this is a real time saver. It 
should be unnecessary to relate that bodies should 
be placed on trays for convenience in lifting from 
morgue to transporting cart and from cart to 
autopsy table. 


A small room for funeral services or rites 
which certain creeds demand and for other situa- 
tions which arise from time to time in all hospi- 
tals, might be provided. The necessity of an 
embalming room is a debatable question, although 
it may be advisable in some instances. 


In presenting any subject it is difficult to deter- 
mine the points that should be most emphasized. 
A discussion of .the autopsy room and its appur- 
tenances is one which would appear to fall natur- 
ally in the domain of the pathologist. It is not 
rationalization to offer the suggestion that there 
are instances in which a different perspective is 
important and we feel that in our particular case 
the pathologist needs a spokesman. We are en- 
deavoring to approach the matter at hand from 
the viewpoint of an administrator and if at times 
it may appear that we have overstepped in any 
degree the “pathological” boundaries so to speak, 
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we will not apologize but rather assert that per- 
haps there is an administrative slant to the 
subject. 


Location of the Pathological Laboratories 


The centralization of the pathological labora- 
tories or placing them in a position of prominence 
is an illustration of a concept which will be 
stressed in the remaining portion of this paper. 
We add that in our private opinion it is 
relatively more important than anything dis- 
cussed up to this point excluding perhaps the 
theme of cleanliness which may be revived and 
take its place in the expression of ideas concern- 
ing the essentials of conduct in an autopsy room. 


There is no reason why the rooms in which 
post-mortems are done should be looked upon in 
any other light than in that of just another type 
of operating room. Operating rooms are not 
usually located in the basement, and immaculate 
cleanliness is the rule rather than the exception 
there. Where these features are disregarded the 
whole picture is changed. 


Attitude in the Autopsy Room 


Why is it that the autopsy room, in so many 
instances, is looked upon as a place to congregate 
for a quiet smoke and perhaps a sociable discourse 
on something that may have little to do with 
organ pathology or staining methods? The 
facetious attitude that some medical students 
take is very likely an overcompensation for emo- 
tion of a sort which has been stirred up by dis- 
section of the cadaver and they are in reality 
“whistling in the dark” when they become, shall 
we say, a little noisy. It is not to them we refer 
but rather to older men, who should be beyond 
such influences but who want a restful interlude 
and go to an autopsy room to get it. This may 
have a psychoanalytic interpretation but we pre- 
fer to classify it under poor taste or bad judg- 





ment. That this opinion is becoming general is - 
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evidenced by the “No Smoking” signs that are 
becoming prominent in post-mortem rooms 
throughout the land. No objection will be offered 
here to smoking at pathological conferences, and 
we do not wish to convey the impression that 
because of the presence of a cadaver the autopsy 
room should be kept in a state of funereal quiet. 
A sincere interest in what is going on, reinforced 
by the knowledge that this is a scientific pro- 
cedure, should bring about reactions simulating 
those produced when a colon is resected or a gall 
bladder removed. 


To many a layman an autopsy is a gruesome 
procedure although in recent years tremendous 
strides have been made in creating the opinion in 
the minds of the public that every post-mortem 
may add to the knowledge of the body and its 
diseases. However, autopsies should not be pub- 
lic events and only those whose interests are 
genuinely scientific and whose mental equipment 
is sufficient to comprehend what is being done 
should be permitted to attend. This group would 
include physicians, medical students, and nurses. 
The individual pathologist should determine 
whether or not it is good judgment to allow 
undertakers to observe proceedings. It is desir- 
able to maintain a friendly and cooperative spirit 
between the hospital and undertaker and if the 
latter should wish to be present it might react 
to the mutual benefit of both. 


Some hospitals lay great stress on the draping 
of the body. The covering of face and genitalia 
may be well advised under certain special condi- 
tions which we will not discuss but as a matter of 
policy is not recommended. We view this as non- 
scientific, and while in itself it is not all impor- 
tant, it is not in accord with the spirit which 
should pervade the autopsy room as an operating 
room. In substance we have tried to demonstrate 
this spirit or motive in our description of what we 
think should be the autopsy room and its 
appurtenances. 
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Steady Increase in Hospital Costs 


The report of Dr. S. S. Goldwater, Commissioner 
of Hospitals, New York City, is significant. He 
states that the daily per capita expenditure on in- 
patients increased 15.5 per cent in 1937-1938 to 
$3.58; the increase being due to improved service, 
inauguration of the eight-hour day for hospital 
employees, and increased commodity costs. 


The City of New York bears three-fourths of 
the cost of organized medical relief, and in the fu- 
ture will, in all probability, have to pay a greater 
proportion of an increased total cost. 
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The only factors which might change this up- 
ward trend, in Dr. Goldwater’s opinion, are the 
return of prosperity and a considerable extension 
of the principle of group hospitalization on a pe- 
riodic payment plan. 


The Department of Hospitals of New York City 
spends $25,000,000 in its twenty-six institutions; 
266,892 patients were given treatment, and in ad- 
dition the city paid the expenses of 103,000 pa- 
tients in private hospitals or homes for the aged 
and infirm. 
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Current Problems in Medical Social Work Practice 


FRANCES M. MONEY 


by consulting twelve medical social work de- 

partments in hospitals and clinics in Minne- 
sota asking them to tell us what their outstanding 
problems have been this year, and what they have 
accomplished toward solving them. 


é HE problems we shall consider were secured 


We have listed for review only those which 
were reported by several medical social work de- 
partments, and those which we believe concern 
not only the social service department, but the 
hospital, and regarding which we therefore look 
to our hospital superintendents for advice and 
participation in working toward solutions. 


Before discussing these problems we must con- 
sider what the accepted functions' of any medical 
social work department are, because these func- 
tions form a background against which our prob- 
lems appropriately rest. 


Primary Duty of the Social Service Department 


It is generally understood that the primary duty 
of the social service department is to assist tne 


physician in the care of the patient. This is done 


in two ways. First by securing a verified social 
history upon the request of the doctor, to aid him 
in understanding the patient, and second by help- 
ing the patient carry out medical recommenda- 
tions. Such patients may need orthopedic braces, 
or nursing care at home as against prolonged hos- 
pitalization; or they may need special diets, 
glasses, or some other means of treatment. 


The large majority of cases in any hospital so- 
cial service department are taken up upon the 
request of the physician responsible for treat- 
ment, and handled on a highly individual basis. 
But the social worker has other important duties 
which partake of this same type of individual 
service and apply to the patient group as a whole. 
In this relationship the social service department 
assists the hospital in its administrative function. 
There are four well established practices of this 
type, which appear with different emphasis, de- 
pending upon the nature of the hospital. 


In some hospitals and clinics the social service 
department is responsible for the admission of pa- 
tients, because it is generally known that social 


Presented before the Minnesota Hospital Association Conven- 
tion, Minneapolis. Minnesota, May 20, 1938. 

1“A Statement of Standards to Be Met by Medical Social 
Service Departments in Hospitals and Clinics.’” American Asso- 
ciation of Medical Social Workers—May, 1936. 
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factors affect the patient’s ability to pay for his 
medical care. In others the social management of 
clinics is regarded as appropriate and instrumen- 
tal in establishing good clinic attendance. 


Follow-up Work 


Closely related to this is the duty of follow-up 
work which requires the social worker to explain 
the need for faithful clinic attendance, arrange 
transportation for some patients and write follow- 
up letters to others. Usually this follow-up work 
relates to certain diagnostic groups where social 
factors have a close relationship to the disease, 
such as tuberculosis, syphilis, and cancer. 


A review of discharge arrangements with each 
hospital patient is a duty of the medical social 
worker in some hospitals. Obviously it is not good 
service on the part of the hospital if, after many 
days of expensive care, the patient is discharged 
into living conditions which work against the re- 
gime outlined by the doctor, at the time of dis- 
charge. Nor is it efficient if the doctor tells the 
patient he is medically ready to leave, and the 
patient has to occupy a bed a day or two longer 
waiting for friends or relatives to come forward 
with transportation and a temporary home. A 
medical social work program within the hospital 
and clinics is, therefore, developed in these various 
ways. 


Social Service Department and Community 
Health Programs 


Another responsibility is that of participation 
in the development of social and health programs 
in the community. The medical social worker is 
constantly engaged in team work with other 
health and social work agencies, such as city and 
state Boards of Health, public health nurses, city 
and county welfare agencies, family and child 
welfare organizations, and institutions for the 
care of special groups such as the blind, tubercu- 
lous, crippled, and feebleminded. 


The clients of the social agencies become the 
patients of the hospital, and when this happens 
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the social agency needs and rightfully expects 
medical interpretation of the patient’s condition 
through the social service department of the hos- 
pital. 


On the other hand, the hospital patients not yet 
known to a social or health agency often need the 
assistance which can be secured through such 
sources or through admission to an institution for 
specialized care. When this is so, the medical so- 
cial worker must interpret the patient’s medical 
condition and needs so that his care may be ex- 
tended outside of the hospital. 


Teaching and research are two more duties of 
the social service department, but so few depart- 
ments in Minnesota are engaged in this work that 
attendant problems will not be considered. 


Problems Related to the Care of the Patient 


We are concerned today with those problems 
related to the care of patients. The nature of the 
hospital influences the emphasis upon medical so- 
cial work functions and therefore the range of 
problems encountered in the care of patients. 


The problems encountered this year by twelve 
medical social work departments in Minnesota 
were in a state hospital and a city hospital, both 
giving general medical care, and in a veterans’ 
hospital, a state hospital for the insane, a chil- 
dren’s hospital, and a county tuberculosis sana- 
torium. Only a few of the most important ones 
are to be presented here. First, the problem of 
follow-up care for medical and surgical condition 
after the patient’s discharge from the hospital. 
This is of course handled differently in the rural 
and the urban communities. The local physician 
and the public health nurse are the agents in most 
cases, if the patient cannot return to clinic, and 
we have had exceedingly fine cooperation from 
the nurses, though for some rural patients this 
type of care is difficult to secure. 


The problem of adequate housing for certain 
patients, particularly cardiacs and nephritics, has 
been a difficult one to meet. Our doctors advise 
that certain patients avoid stairs and that others 
avoid dampness and cold. If the patient lives in 
the Twin Cities it is fairly possible, through the 
aid of cooperating social agencies, to move the 
family, but housing facilities here are poor, in re- 
lation to funds available for rent. So even in the 
Twin Cities it is not easy to improve living con- 
ditions, though this has been done upon request 
of the hospital. 


Special diets as a part of therapy constitute 
another problem. Such diets are considerably 
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easier to secure than many articles of medical 
care because health education seems to have gone 
farther in this direction and relief agencies grant 
extra money for special diets, if requested to do 
so for medical reasons. To insure success, a good 
deal of explanation and instruction must be given 
the patient or the diet may not be followed, and 
the social agency paying for the diet requires a 
medical report. 


Surgical and orthopedic appliances are some- 
what more difficult to secure than special diets, 
because braces and artificial limbs are expensive, 
and if not made in the hospital shop must be pur- 
chased from a private company. Many patients 
are unable to pay for such equipment, and the 
cost is too great to be met immediately by either 
a private or public welfare agency. The result 
sometimes is a prolonged wait while repeated ef- 
forts are made to secure money for the appliance, 
though we gratefully acknowledge the assistance 
of the non-medical social agencies in supplying 
such equipment for many patients. 


Problems in the field of public health, as well as 
in the psychological aspects of disease, are met in 
work with patients under treatment for tubercu- 
losis, syphilis, and gonorrhea. These patients all 
present public health problems, implying the need 
of careful follow-up work on other members of 
the patient group. The diagnosis is often difficult 
for the patient to accept, and there are personal 
and family problems to adjust. Plans for finan- 
cial arrangements must be gone into early because 
the patient may need help if he is to remain under 
active medical care. The local doctor, the medical 
social worker in the State Department of Health, 
public health nurses, the State Division of Tuber- 
culosis and the County Welfare boards are our 
most immediate resources for these patients. 


Patients with nervous and mental diseases re- 
quire far better understanding on the part of the 
family and social agencies than is at present gen- 
eral. If they are not committable, much careful 
interpretation has to be given to those responsible 
for their care. If they are committed, again much 
careful and time-consuming explanation must be 
given those persons who still have a contribution 
to make to their well being, and who will surely 
be expected to assume further responsibility if 
and when the patient is discharged from the care 
of the State Hospital. 


All of the problems thus far considered have 
revolved around certain diagnoses. There is an- 
other group which may relate to patients suffer- 
ing from any disease, and require prompt atten- 
tion if treatment is to continue effectively. They 
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have more to do with the medical social program 
within the hospital than with an extension of the 
patient’s care outside. 


Working with and for the Patient 


What can be done to entice the patient to re- 
main, who is about to be discharged against med- 
ical advice? The answer of course lies in deter- 
mining the reason he wishes to leave. If it is 
found that he is worried about his family, work, 
insurance, or other personal matters, the social 
worker may be able to secure information, and 
assist him in making plans which will enable him 
to remain. If he does not understand the hospital 
regime and fears what will happen to him, this 
can be interpreted. A doctor or a nurse could do 
this effectively, though the hospital social worker 
is ready to do what she can to make the hospital 
less impersonal and formidable. 


What role should the social worker play in be- 
havior and discipline problems arising from long 
hospitalization? Prevention through occupational 
therapy, a skilled librarian and well regulated vis- 
itors reduce the problem, but we have no complete 
solution for those few patients, old and young, 
who are naughty children in spite of all the hos- 
pital can do for them. We realize, too, that they 
are a bad influence on other patients, and we are 
willing to divert their attention along constructive 
lines in so far as this is possible. 


How can the hospital prevent accepting patients 
who, after admission, are found to be unable to 
pay for their hospital care? One hospital pre- 
sents this as an unsolved problem, while another 
reports it as a problem, but reduces the risk, and 
relieves the patients of a good deal of anxiety 
about expense by having a social worker interview 
each patient before admission, estimating costs 
and planning means of payment. 


Convalescent Care 


What can be done to develop convalescent re- 
sources for those patients who have been acutely 
ill, and could be discharged earlier—or, if not 
earlier, with less medical risk—if there were fa- 
cilities for convalescent care? Several social serv- 
ice departments have reported this limitation. 
Patients are referred to them by the hospital doc- 
tors and the need has been met in part by utilizing 
the homes of relatives or nursing homes if the 
patient or county could pay. We need better con- 
valescent resources for both children and adults. 


Medical Records 


To what extent can medical reports be sent to 
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cooperating social agencies without the permis- 


’ sion of the patient? There seems to be no uni- 


form policy regarding this matter. Some hospi- 
tals, particularly the private ones, require the 
social agency requesting the information to secure 
the patient’s permission in writing. Other de- 
partments request this signed permission through 
the social agency only when they think trouble 
might result if the permission were not on file, 
but this puts considerable responsibility upon the 
medical social worker. Although the social agen- 
cies are working in the patient’s interest and often 
cooperate in carrying out expensive medical rec- 
ommendations, they may not always understand 
how to use medical information with discretion. 
This is a question upon which we need to go into 
consultation with our hospital superintendents. 


The Chronically Il 


What can be done to improve care for chron- 
ically ill adult patients? This problem was pre- 
sented more often and with greater emphasis than 
any of the others. It is extremely complex. We 
must consider the medical and nursing needs of 
this group of patients whose prognosis for recov- 
ery and even extent of life is poor. We must 
know what our hospital superintendents think 
with respect to this group of patients, and what 
facilities in the community can be developed to 
appropriately share in treatment. We shall look 
to the round table discussion this afternoon for 
information from related fields. Medical social 
workers alone will not find the answer. 


Summary 


Summarizing these problems, we see that they 
fall into two groups, those revolving about the 
care of the individual patient referred to us by 
the clinic or hospital physician, and those related 
to far larger numbers for whom the medica! social 
program within the hospital will render some 
slight service. 


Our greatest resource for carrying out treat- 
ment recommendations lies first in a prompt and 
effective use of all of the various strengths within 
the family group. If this has to be supplemented, 
the social institutions and agencies and the nurs- 
ing organizations should be drawn in. The hos- 
pital is constantly calling upon community facili- 
ties in making the care of its patients more com- 
plete, at the same time getting greater use out of 
its own equipment. But many of these problems 
are related to hospital policies, and whether they 
are answered today, tomorrow, or next year, we 
shall need the advice and active participation of 
our hospital superintendents. 
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Relation of the Trustee to the Hospital 






ELOISE CAREY WADLEY 


a subject which is of great interest to all of 

us. It has been discussed time and again and 
yet it is well for us, who are serving as trustees, 
to have brought to our attention the obligations 
which we have accepted and are to help perform. 
Being asked to become a member of a governing 
board of a hospital is a great honor and privilege. 
It is our means of contributing to the community 
a step toward better living and healthier citizens. 
If all this is true, we should not accept such a po- 
sition until we have given it a thorough and 
thoughtful study, so that we may be familiar with 
its duties and responsibilities. 


T=: relation of the trustee to the hospital is 


Few people think of a hospital in terms of a 
business organization. To them it is a place 
where they can be cared for when sick. To us 
who know it better, it is a group of businesses 
under one management—a rooming house, a res- 
taurant, a laundry, a heating and lighting plant, 
to say nothing of a complete school, and our most 
important business, that of caring for the sick. 
Almost all well run business corporations have 
their board of directors to determine its policies 
and a manager to carry them out. So it is with 
the hospital. The trustees should never transact 
business with subordinates but follow good busi- 
ness ethics and work through the manager. If 
this is done, it is a big step toward a successfully 
operated hospital. 


Choosing the Hospital Trustee 


Since our hospitals include so many different 
departments and kinds of businesses, our trustees 
should be chosen with a great deal of care and 
thought. They should, in so far as possible, repre- 
sent all sections of the community. They should 
be both business and professional people. Belong- 
ing to a board whose members are both men and 
women, I naturally favor this plan. To me there 
are many places around a hospital where both 
may be of assistance. Many boards forget the 
importance of publicity. The appointment of one 
trustee representing the press has proved helpful 
to many communities. It has not seemed ad- 


visable to the American Hospital Association, to 
have the medical staff represented on the board. 
It is a much more satisfactory way to both groups 
to have a committee appointed from the board to 
meet with the staff. 
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It is important that the trustee be successful 
in his own business and thereby have the respect 
of the community which he is serving. The trustee 
must have a genuine interest in the hospital and 
be prepared to devote a great deal of time to its 
affairs. Going to the board and committee meet- 
ings is not enough, for these formal duties show 
only a small part of the time which it takes to 
further the welfare of the hospital. He should 
think of the hospital and plan for its good at 
all times. He should call on the administrator 
frequently for an informal conference, so that he 
may have a true and helpful appreciation of the 
difficulties which arise daily and must be met. 
He will probably be most interested in the depart- 
ments which coincide with his own business and 
should be prepared to give advice when his special 
training and experience qualify him as an author- 
ity. A trustee should have a desire to serve his 
community and mankind intelligently. He should 
have the ability to work for this accomplish- 
ment by giving unselfishly of his time and energy 
without thought of personal reward. The divi- 
dend he receives at the close of the year is the 
joy he himself has reaped from having had a part 
in such a wonderful work to his fellowman, and 
that, through his efforts, such a great organiza- 
tion has run a little more smoothly and efficiently. 
His motto should be “service” and his heart 
should be full of love for humanity. 


Preparing for the Duties and Responsibilities of 
a Hospital Trustee 


If all these attributes are necessary in a person 
to become a good trustee, he should be prepared 
for the task. The Junior Leagues of America, in 
their national conference this spring, stressed the 
importance of education in the volunteer work the 
members are to do. When the girls are asked to 
join the Junior League, they are known as pro- 
visionals until they have passed an examination 
covering a series of lectures and field trips which 
have been given by social agency leaders of the 
community. A preliminary study of the duties 
and possibilities of the trustees might be a good 
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plan to follow out when one of our citizens is asked 
to become a member of our board. He should be 
shown through the hospital and told of its various 
departments so that he might have a clear picture 
of the work which the hospital covers. In this 
way he can better determine if he is sufficiently 
interested to share his time and knowledge. 


Education should not stop with the prospective 
trustee but go on with its present members. The 
value of conventions is a controversial subject, 
but I feel that we gain a great deal from listening 
to the problems of other hospitals and the way 
they have been worked out. We are all working 
toward the same goal but we each have our own 
method of approach and we cannot help but profit 
by hearing of the experiences of others. We see 
and meet people of whom we have read or heard 
about. It is always more interesting to be able 
to visualize a person. State and national confer- 
ences are a part of our training and should 
broaden our viewpoint. 

In 1924 a committee from the American Hos- 
pital Association defined the following functions 
of the board of trustees: 


Dr. J. Moss Beeler Goes to Henry Grady 
Memorial Hospital 


Dr. J. Moss Beeler, who for thirteen years has 
been superintendent of the Spartanburg General 
Hospital, Spartanburg, South Carolina, has re- 
signed to accept the superintendency of the Henry 
Grady Memorial Hospital, Atlanta, Georgia, one 
of the largest institutions of its kind in the South. 


Dr. Beeler is one of the best and most favor- 
ably known administrators in the hospital and 
public welfare fields. He is a native of Louisville, 
Kentucky, and a graduate of the Medical School 
of the University of Louisville. For a number of 
years he was connected with the Connecticut State 
Hospital. In 1920 he became director of the de- 
partment of mental hygiene in the South Caro- 
lina State Hospital, Columbia, and in 1925 he 
accepted the superintendency of the Spartanburg 
General Hospital. 


James L. Rogers, business manager of Spar- 
tanburg General Hospital, will succeed Dr. Beeler 
as superintendent. Mr. Rogers will also assume 
the positions of superintendent of Spartanburg 
County Department of Health, the Spartanburg 
County Tuberculosis Sanatorium, and the Spar- 
tanburg County Colored Hospital. 
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“To determine the policy of the institution with 
relation to the community needs. 


“To see that proper professional standards are 
maintained in the care of the sick. 


“To coordinate the professional interests of the 
hospital with administrative, financial, and 
community needs. 


“To direct the administrative personnel of the 
hospital in order to carry out the above 
policy. 


“To provide adequate financing by securing a 
sufficient income and by enforcing business- 
like control of expenditures.” 


I am sure that any trustee who carries out these 
functions to the best of his knowledge and ability 
will find that his relationship to his hospital will 
be one of satisfaction and pleasure, and that his 
own life will be greatly enriched through the serv- 
ice which he has rendered his community. 


Brother Cyprian Observes His Golden 
Jubilee 


Brother Cyprian, beloved of thousands of pa- 
tients of the Alexian Brothers Hospital, observed 
his Golden Jubilee on July 17. For practically 
all of the fifty years since his admission to the 
Alexian Brothers Community, he has been con- 
nected with the Alexian Brothers Hospital in 
Chicago. This is the only hospital in the Chicago 
area exclusively for male patients and staffed 
by male nurses. For 35 years Brother Cyprian 
was director of novices and was known as the 
most just of masters. 


Brother Cyprian, who is past 80 years of age, 
was honored with special services in the hospital 
chapel where friends, and former patients, whom 
he had helped to nurse back to health, gathered 
to celebrate his golden jubilee. In speaking of his 
fifty years of service, Brother Cyprian said, “The 
years have been satisfying ones. I like to help 
people who are sick.” 


Announcement was made of the appointment 
of Brothers Angelus and Hugh as new superiors 
to succeed Brothers Vincent and Alphonse who 
will leave for posts at the new home being erected 
near Signal Mountain, Tennessee. 
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Manufactured Versus Purchased Power 


ANTHONY A. FETTE 


ture versus the purchase of electric power 

in hospitals at the St. Louis Convention in 
1935 led the writer to say that he was in the 
process of installing a plant for the manufacture 
of power in a 600-bed hospital and that he ex- 
pected it to save $900 out of a present cost of 
$1,000 per month which purchased power is now 
costing. This estimate was met by rather sharp 
skepticism on the part of some of the more ex- 
perienced hospital executives present. 


A DISCUSSION of the cost of the manufac- 


The estimate of saving was based on the records 
of another and larger hospital in the same city for 
which complete engineering department costs were 
available. 


The new installation is now complete, has been 
in full operation for two years, and the record of 
actual results can be presented. It is true that 
some saving that has been made is the result of 
other improvements in the plant, but it is also 
true that the change from purchased to manufac- 
tured power has made a saving in excess of the 
estimate reported above. 


General Rehabilitation 


When the plant was taken over in January, 
1933, the preliminary survey showed a large num- 
ber of wasteful defects, and it was decided to cor- 
rect these faults before beginning the alterations 
necessary to the generation of power. 


The heating system was operated from a boiler 
pressure of 125 pounds with a ten-inch vacuum in 
the header. Examination of twenty-eight traps 
revealed eight in normal working order, two not 
working at all, and eighteen from which the ele- 
ments were missing, the steam blowing through. 
Repair and replacement of faulty traps permitted 
the heating to be done with exhaust steam at one 
to two pounds in the headers, and a vacuum of 
five inches on the returns. A complaint was made 
of a bad water hammer in one of the wings. Ex- 
amination showed it was heated by two steam 
mains and that the condensate was returned 
through a 34-inch trap. This trap was too small, 
and when replaced by two 1-inch traps the trouble 
was eliminated. 


The stokers were in bad condition, the auto- 
matic stoker control was corroded and out of 
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commission; steam flow meter was improperly in- 
stalled and out of working order; CO, recorder | 
and draft gauges were in bad condition; feed 
water was pumped to the boiler at 100° F. and 
there was no method of weighing the coal fed to 
stokers. All the gauges and automatic controls 
and recording apparatus were reconditioned and 
reinstalled properly. The CO, recorder, gauges 
and damper control were installed on a control 
board in front of the boilers. A revolution counter 
was connected to the gear of the coal conveyor 
and a constant was determined which has proved 
very accurate in determining daily coal consump- 
tion. 


Prior to 1935 all water used to cool the ammonia 
condensers of the electric-driven thirty-ton am- 
monia refrigeration plant was wasted. Early in 
1935 a cooling tower for this condenser water was 
installed at a cost of $1,036, and in the two and 
two-thirds years it has been in operation this has 
shown an average saving of $1,569 per year or a 
return of 151.4 per cent on the investment. 


The refrigeration plant was served by a single 
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thirty-ton electric-driven compressor. During 1935 
an additional thirty-ton steam-driven compressor 
was added. Either of these compressors is ade- 
quate to serve the entire plant. These compressors 
not only insure a standby for breakdown or repair 
periods, but the ability to use either steam-driven 
or electric-driven compressor permits shifting 
from one to the other, according to the existing 
steam load and thus permits more economical 
operation. 


Power Production 


Prior to about 1924 the hospital generated all 
its own power, but at that time, an increase in 
the capacity of the hospital brought a need for 
increase in the power plant. The local utility com- 
pany convinced the management of the advan- 
tages of purchased power, and although space for 
increased power producing equipment had been 
provided, all the old generating equipment was 
sold. In installing its equipment the utility com- 
pany placed their transformer room in such a po- 
sition as to make it very difficult to find space for 
the installation of steam-driven generators, and 
designed the switchboard in such a way that gen- 
erating equipment must take all the load or none 
of it. 


No sooner was the switch-over to purchased 
power complete and all the old generating equip- 
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ment sold and removed than lightning struck the 


. power lines and the hospital was without electric 


service for an entire day. To guard against a 
recurrence of this condition the hospital purchased 
a secondhand four-valve Ridgway engine direct- 
connected to a 185-KW generator and an exciter. 


When the writer took over the operation of the 
power plant in January, 1933, his first thought 
was to generate power, but the difficulties encoun- 
tered in passing existing power hook-up and the 
rehabilitation of the steam plant caused so much 
delay that it was January, 1934, before the exist- 
ing generating plant could be put into service. 
Power consumption was increased about this time 
and the records for the first four months of 1934, 
with but the one old and rehabilitated generator 
in service and producing an average of less than 
one-half of the total power showed a saving of 
$1,582.76. In April, 1934, a breakdown of this 
unit required a shift back to purchased power for 
two days. The power bill for these two days 
amounted, at normal rates, to $110.66—a dramatic 
demonstration of the savings the generator was 
making. 


The New Plant 


Plans were then made to change over to manu- 
facturing all the power used by the hospital. Due 
to many factors this program was not completed 
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until December, 1935. The purchase of new equip- 
ment was the subject of long and careful consid- 
eration. Many types of equipment and sources 
from which to procure them were studied and the 
final decision was to purchase two used four-valve 
(Corliss) engines direct-connected to 187-KVA, 
2300-volt generators. All winding was removed 
and generators rewired for 240-volt, 60-cycle, 3- 
phase operation, thus making the electric end at 
least ninety per cent all new equipment, and either 
engine-generator set ample to carry the entire 
load. 

Among the types of equipment considered were 
the more efficient uniflow engines, but since there 
was ample use for the exhaust steam for heating 
purposes for at least seven and one-half months of 
the year and that less than thirty per cent of the 
exhaust was wasted to the atmosphere during the 
remaining four and one-half months, it was felt 
that the saving over this short period would be 
insufficient to justify the greatly increased cost 
of installation of that equipment, despite its 
higher steam efficiency. 


The Results 


The rehabilitated plant has been in full opera- 
tion since mid-December of 1935 and Table I, 
compiled from records of the hospital, shows the 
results that have been secured. These results are 
more graphically presented in Figure II. 


The rehabilitation of the steam distribution sys- 
tem, the gauges and controls, the installation of 
the cooling tower, and the substitution of steam 
for electricity in the refrigeration plant must all 
be credited with participation in the savings, but 
these savings were all in effective operation during 
1934 and 1935. The sharp drop in cost, shown for 
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1936 and for 1937, must logically be credited to 
the one factor of manufactured power as con- 
trasted to purchased power. 


The laws of the State of Ohio require that a 
hospital shall maintain a secondary source of 
power for use in case of failure of the primary 
source. In order to comply with this law the hos- 
pital still retains a 10-KW line from the utility 
company. 


This saving is based on the accepted engineering 
fact that, in passing through an engine, steam 
gives up not to exceed ten per cent of its available 
heat. In any plant whose demand for space heat- 
ing, water heating, etc., is sufficiently large to 
make efficient use of the ninety per cent of the 
heat units remaining in the exhaust steam, the 
power produced becomes essentially a by-product. 
In this hospital, as in most large hospital plants, 
the production of power entails no increased labor 


TABLE I 


Record of a Power Plant that Changed from Purchased Power to Own Generated Power, and Some Other 
Minor Plant Changes 


1932 
Gar GE CORE TREES 66 oie sass cameo ead nian pene 4,184.45 
CGM CORE Tet CIs heck 05's, 5d onic cevemnee esos dake $3.41 
Puretased: power; TOW ¢ 6 sas ccd cos ccddewscidewes 796,654 
CURE OWOE DINU TRUE» o oc 0 dads ds Soe i nner neden! ateened 
Total HOWE Uh0d, OW ilies cere dcrccncwwes cones 796,654 
Purchased power cost per KWH.................- .015640 
COML COSU HEP GORE 652i ie OREN eee ttn iets $14,645.33 
Cost of purchased electric power.............+.6. $12,578.64 
Water Coal: Per GOOLE «<5 .ce'c hess ccceds ve ae ee esas $ 4,238.40 
TOtKE CONE DEE CORR s52s touwe cccaten ce wrnwnneses $31,462.37 


*Value of own electric power made @ .015519 per 

HEWES BVO ——4 VOGIS soa :c hcds acle cial clccneneees 
What total cost would have been with pur. power. .$31,462.37 
Increase in electric load over 1933.............. 
Blocks ice made, 300-lb. blocks................4. No Record 


* 015640 .014986 .016266 .015183 


eeeeee 
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1933 1934 1935 1936 1937 
3,890.89 4,523.39 4,154.23 5,199.28 5,375.85 
$3.565 $4.382 $4.144 $4.080 $4.356 
742,050 536,604 719,352 14,224 10,300 
Pe 295,952 112,866 905,750 1,022,730 
742,050 832,556 832,218 919,974 1,033,030 
014986 .016266 015183 0393 -04099 
$13,872.28 $19,824.96 $17,217.82 $21,215.70 $22,999.63 
$11,159.16 $ 8,729.37 $10,922.07 $ 559.46 $ 422.24 
$ 4,002.54 $ 4,280.88 $ 3,267.17 $ 3,206.82 $ 2,398.44 
$29,033.98 $32,835.21 $31,407.06 $24,991.98 $25,820.31 
«3 Keae $ 4,592.88 $ 1,751.57 $14,056.35 $15,871.79 
$29,033.98 $37,428.09 $33,158.63 $39,048.33 $41,692.10 
caewas 12.2% * 12.1% 23.99% 37.83% 
eeleees 1,714 1,664 2,080 


1,953 


= $0.015519 per KWH ave. 4 yrs., 1932, ’33, ’34 and ’35. 
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costs, merely one additional responsibility for the 
already existing engineer force. 
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The entire cost of the generating equipment was 
$14,170.68. It is true that a little shopping around 


<i 
=< 


and a great deal of study of alternative proposals 
reduced the cost of this installation to a minimum, 


‘as quotations as high as $40,000 for a completely 


new installation were received. Actually the two 
years that the new generating plant has been in 
operation have shown an average reduction of 
$14,964 per year or 90.53 per cent return on the 
cost of the entire rehabilitation program. For 
those who are not so fortunate as to secure a bar- 
gain in used equipment, the cost of entirely new 
equipment would have been paid out by the sav- 
ings in two years and eight months, and the 
savings at the rate of $40 per patient per year will 
continue as long as the plant maintains its 
efficiency. 


For those who desire to compare the above rec- 
ords with those of their own plants, the following 
data applying to this city are given: 


Coal cost 1937—$4,356 per ton 
Purchased electric current cost. 4-yr. ave.— 
0.015519 per KWH 
$0.06 per M cu. ft. 
1936—4297.42 degree days 
1937—4087.82 degree days 


Heating load 
Heating load 


The majority of the larger hospitals of this 
country are situated in areas having a higher fuel 
cost, a higher electric rate, and a larger and longer 
season heating load than has this city (Cincin- 
nati), and for those reasons should be able to 
equal or exceed the showing here recorded once 
they appreciate the higher efficiencies that the 
engineering progress of the last few years have 
made possible. 





An Achievement in 


The steel structure of The Woman’s Hospital, 
a 13-story unit of the Pittsburgh Medical Center, 
has risen during 58 working days without the 
noise of hammers or the staccato beat of riveters. 
The 1,000 tons of steel of this are welded building, 
the first in Pittsburgh, were joined to the newly 
built Presbyterian Hospital without disturbing 
the patients in the Eye and Ear and the Children’s 
Hospitals less than 200 feet away. Ordinarily 
15 tons of rivets would have been pounded into 
the steel framework. Instead, the welders sub- 
stituted $300 worth of electrical power to merge 
2,300 pounds of welding rods of the structural 
steel which was manufactured by the Bethlehem 
Steel Corporation. 

The inherent strength of the arc welds elim- 
inate the use of enough plates to equal the steel 
required for one additional floor. Arc welds from 
their own joints, juggling the steel molecules until 
they slide into a homogeneous mass. Putting the 
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structural strength of welds to a titanic test, the 
builders used the welded columns and beams to 
support the largest steel erector’s derrick ordi- 
narily used in building construction, a 110-ft. 
mast with a 109-ft. boom capable of hoisting six- 
ton lifts in a single load. 

“There was no noise at all—that is the first 
paradox that impresses the builder using arc 
welding,” said the president of the company who 
did the construction work. “At first it doesn’t 
seem possible that metal can tie itself together, 
but test after test has proved that welded joints 
are as strong as the steel itself.” 

The building will be completed and occupied 
within a year, and the Woman’s Hospital will be 
one of three in this country devoted exclusively 
to the study and treatment of diseases peculiar 
In addition to laboratories, thera- 
peutic rooms, and other services, it will accom- 
modate 150 patients. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Important Decision Which May Influence Future 
Litigation Involving Charitable Hospitals 


Sessions v. Thomas D. Dee Memorial Hospital 
Association, 78 P. 2d 645. See also 89 Utah 222, 
51 P. 2d 229. 


We have had occasion to comment upon this 
case before. The case was, at that time, before 
the Supreme Court of Utah upon a general de- 
murrer, that court being called upon to say 
whether the facts which plaintiff had alleged 
stated a good cause of action. The case was more 
recently (April 25, 1938), before the court, at 
which time the same question was presented. 


The importance of this decision cannot be urged 
too strongly, for by its opinion, with two justices 
dissenting, the Supreme Court of Utah aligns 
itself with a growing minority which refuses to 
recognize the rule exempting charitable institu- 
tions from negligence. An extended comment is 
to be made in this issue, for it is likely that this 
decision will be of no little influence in future 
litigation involving charitable hospitals. 


The facts are these: Defendant is a charitable 
hospital operated by the Trustee in Trust of the 
Church of Jesus Christ of Latter Day Saints. In 
March of 1934, plaintiff’s son, a boy of six years, 
was admitted as a pay patient to undergo an ap- 
pendectomy. The operation was performed, and 
later, the administration of codeine was pre- 
scribed. A graduate nurse was in charge of the 
drug room, but in some way a student nurse of 
seven months’ experience, obtained the keys to 
the drug room and proceeded to make up what the 
prescription called for: a 14 grain of codeine. 
However, she mistakenly used morphine which 
resulted in the death of plaintiff’s son. These 
facts were set up in the plaintiff’s complaint, to 
which the defendant demurred generally, basing 
its demurrer upon the fact that it was a charit- 
able corporation. The trial court upheld the de- 
murrer, and, plaintiff refusing to plead further, 
dismissed the complaint. This appeal followed. 


A majority of the court remanded the case to 
the trial court, directing that court to overrule the 
demurrer, upon the ground that the complaint had 
stated a good cause of action. In other words, 
the Supreme Court was of the opinion that if the 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








allegations of the complaint were proved, then a 
recovery could be had against the defendant even 
thought it is a charitable hospital. 


That the defendant was a charitable hospital, 
and that it practiced charity in fact could not be 
denied. In 1932 defendant expended for charity 
$13,913.87; in 1933—$10,712.53; in 1934—$9,- 
013.94; in 1935—$10,349.70. Defendant’s gross 
income during the period was: 1932—$171,- 
814.38; 1933—$172,018.30; 1934—$201,059.07; 
1935—$207,467.49. No dividends were paid, and 
no profits were paid out for the benefit of anyone 
except the working staff of the hospital. The en- 
tire earnings of the corporation were used for 
the expenses of operation and for improvements. 
In short, the money earned was devoted solely to 
the benevolent purposes for which the defendant 
had been organized. Pay patients were accepted 
upon a standard basis, depending upon the ser- 
vices requested and accommodations desired. 


The Utah court, speaking through Mr. Justice 
Moffat, turned first to a consideration of general 
negligence liability, saying: “In the law of tort— 
particularly that branch relating to unintentional 
harm, commonly referred to as negligence—when 
one invades the interest of another to his damage, 
a cause of action is said to arise in favor of the 
one injured and against the one or those respon- 
sible for the injury. ... 


“In many jurisdictions some rules, some excep- 
tions, to the resulting liability of such an invasion 
in the case of a charitable or eleemosynary insti- 
tution, have been recognized... . 


“We shall probably arrive at as consistent a 
conclusion as any if we accept the principles an- 
nounced in the cases and then apply the law as 
thus announced to the facts submitted to us in the 
instant case, hearing in mind that we are deter- 
mining not whether the plaintiff may not or may 
ultimately recover a judgment, or be able to sat- 
isfy such judgment when recovered, but only as to 
whether the complaint states facts sufficient to 
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constitute a cause of action in negligence for a 
service undertaken on contract for pay, notwith- 
standing that, internally, it may be classed as a 
charity, nevertheless is authorized by its articles 
of association to sue and be sued and to receive, 
treat, and care for patients and collect a compen- 
sation therefore. Is it exercising a charitable 
function as a matter of law under the facts 
stated?... 


“It would seem to follow that the character of 
an organization, in so far as a party other than 
the corporation itself may show it, is not only 
what the provisions of the articles are, but also 
what the corporation actually does in striving to 
arrive at its purposes, aims, and functions, as long 
as what it actually does is within its authorized 
powers. ... 


“The people of the state saw fit in adopting the 
Constitution to provide for exemption of property 
used exclusively for charitable purposes from tax- 
ation. Neither constitutional nor statutory pro- 
visions exempt a charity from liability for negli- 
gent conduct. To exempt a person or corporation 
from a tort liability is a different matter from ex- 
empting property or persons or certain corpora- 
tions from taxation. Negligent conduct on the 
part of an actor, personal or corporate, is a type 
of unintentional tort. 


“Unless put upon the broad ground of public 
policy sufficiently and definitely characterized as 
such, as related to the things done, we fail to find 
ground upon which to excuse one from negligent 
conduct when falling within all of the elements 
constituting a cause of action as heretofore stated. 
Put otherwise, where a contract involves an 
agreement to perform a service for compensation 
or pay, although the general purposes of the actor 
may be charitable, yet, in the particular instance 
the general character or purposes of the actor 
may not without more be invoked as a defense as 
a matter of law, whether pleaded in the complaint 
or by way of answer or defense. There are in- 
stances where a given agreement may partake so 
largely of compensatory or profit-taking elements 
as to remove the activity from the charitable field. 
Instances will readily occur, one of which may be 
where the services are simple, and compensation 
beyond a reasonable one for either service, tech- 
nical skill or responsibility, and the profits are 
considerable yet not a gift... .” 


Mr. Justice Larson stated in his concurring 
opinion: “.... Assuming, for the purpose of this 
case, that the allegations of the complaint show a 
hospital operated not for profit, the question is: 
Shall the institution be exempt from the operation 
of the doctrine of respondent superior where an 
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employee, although selected with due care has by 
her negligence caused the death of a patient who 
has paid the standard and full rate for hospital 
room, board and services? 


“Should a case such as this be exempted from 
the doctrine? I think not. Whatever may have 
been the reasons assigned by courts for exempt- 
ing hospitals operated not for profit from the con- 
sequences of the doctrine, the real reason was 
public policy. That funds held in trust for spe- 
cific charitable purposes should be exempt is an- 
other way of saying that it is the better public pol- 
icy to exempt such trust funds. It is not because 
there is a trust. A trustee for profit is amenable 
to the doctrine of respondent superior. Likewise, 
the theory that such institutions serve the same 
purposes as a governmental agency is but another 
guise for holding that it is good public policy to 
exempt them from the application of the doctrine. 
It results therefore, that we but need to determine 
whether in this day and age public policy demands 
that we exempt hospitals from the application of 
the doctrine. 


“A review of the history of the cases exempting 
hospitals not for profit, because of public policy, 
shows that it originated in a day when there were 
comparatively few charitable institutions apart 
from the great ecclesiastical organizations; that 
encouragement to those inclined to give or create 
philanthropies was quite necessary: that ofttimes 
the charitable institutions were small with but 
meager funds. A single negligent action might 
have wiped them out. 


“The same reasons do not pertain today. It 
would be rare indeed that any philanthropist 
would fail to give to a charitable use because he 
feared that the institution he created or contrib- 
uted to might be sued for negligence and some of 
its funds required to compensate for negligence. 
More likely would he say: ‘If the institution I cre- 
ated or give to, through its servants, injures an- 
other, it is only just that it make compensation 
with my funds before it uses them for the help of 
others. Better justice with the funds at home 
than charity abroad.’ Hospitals may protect 
themselves by liability insurance. 


“The Chief Justice has cited a formidable ar-— 
ray of authorities holding contra to the prevail- 
ing opinion in this case. I concede the great 
weight of authority is that way. An examination 
of many of the cases, I surmise, will reveal that 
they adopted language imported from some pre- 
vious case which had in turn adopted language 
from earlier cases. Few examined the question 
in the light of modern conditions. There was a 
certain amount of judicial ‘goose-stepping.’ But I 
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think the trend is the other way, and I think in 
the not too distant future the weight of authority 
will be the other way. I am in favor of throwing 
this jurisdiction on the side of Alabama, Idaho, 
Minnesota, Oklahoma, and the trend in New 
York.” 


The two dissenting opinions were based upon 
the great mass of authority which holds contrary 
to the majority opinion of the Utah court. The 
attitude of one justice, that hospitals may insure 
themselves against liability, is an attitude that 
finds some favor outside the law, and in practical 
effect, is not overly burdensome upon charitable 
institutions. Therefore, the mass of the law ex- 
empting charities would appear to be based upon 
grounds which are not easily tenable. 


Just what effect this decision will have cannot 
be predicted. However, it can be said that it will 
be cited in support of arguments to the contrary, 
directed against exemption of charities from lia- 
bility. Many jurisdictions would be reluctant to 
depart from a rule which has been well-estab- 
lished in this country for many years. It will 
probably be considerable time before another 
court takes the view of the Utah court. But there 
is much in the reasoning of the majority opinion 
that will have compelling influence upon courts in 


the future. 
—————_—~<__— 


Liability of Charitable Hospital for Necropsy 
Performed on Plaintiff’s Husband Without 
Consent 


Hasselbach v. Mt. Sinai Hospital, 173 App. Div. 
89, 159 N. Y. S. 376. 


This was an action wherein a wife sought the 
recovery of damages for wrongfully dissecting the 
husband’s body. The husband had been received 
as a paying patient. 


Plaintiff demurred to the defense that defen- 
dant was a charitable institution, and that the 
persons who had performed the dissection were 
not servants or agents of the defendant. This de- 
murrer was sustained by the trial court. However, 
the Appellate Division overruled this order and 
ordered that the demurrer be overruled, with 
leave to the plaintiff to file an amended complaint. 
The plaintiff had failed to allege that the dissec- 
tion was done by agents or servants of the de- 
fendant. 


The court said: “The question is therefore 
squarely presented whether or not the defendant 
owed an absolute duty to plaintiff to protect her 
husband’s body against a post mortem autopsy by 
any person whomsoever, and to deliver said body 
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to her in the same condition that it was imme- 
diately after death. The plaintiff insists that the 
defendant was under such a duty. We do not so 
understand the law. Certainly no reported case 
has gone to this extent. 


“It is well settled that, in the absence of con- 
trary testamentary disposition, the right to the 
possession of the body of one who has died be- 
longs to the surviving husband or wife or next of 
kin for purposes of preservation and burial, and 
that this right is infringed upon hy any one who 
unlawfully mutilates such a body without the con- 
sent of the person entitled to possession thereof 

. . and for a violation of this right damages 
may be recovered for the injury to the feelings 
and the mental suffering resulting from the un- 
lawful act. 


Again the court commented: “It is well set- 
tled, however, that there are no property rights, in 
the ordinary commercial sense, in a dead body, and 
the damages allowed to be recovered for its mu- 
tilation are never awarded as a recompense for 
the injury done to the body as a piece of property. 
... So in the present case no obligation is imposed 
by law upon the defendant, except to refrain from 
actively participating, by its servants, or other- 
wise, in the unlawful mutilation of the body of a 
patient who dies within its walls, and from caus- 
ing or procuring such a mutilation to take place. 
To go further would be to charge it as an insurer, 
and to hold it to an even stricter accountability 
than would be imposed upon a bailee of merchan- 


dise.” 
—_—_—_—_——. 


Liability of Proprietary Hospital for Negligence 
Causing Death of Alcoholic Patient 


Robertson v. Charles B. Towns Hospital, et al, 
178 App. Div. 285, 165 N. Y. S. 17. 


This was an action for damages for negligently 
causing the death of a patient who had been con- 
fined to defendant institution as an alcoholic. The 
evidence was that he jumped out of an unguarded 
window in a lavatory. The windows of his room, 
however, were properly guarded. There was a 
judgment for plaintiff, but the case was remanded 
for a new trial because of error. 


The duty of a defendant, in cases of this kind, 
is to use care commensurate with the known con- 
dition of the patient. There was evidence that at 
the time of death the patient was suffering from 
delusions of bodily harm, or persecution. Thus, 
the court felt that a question was presented which 
should have gone to the jury, namely, whether de- 
fendants should not have foreseen that the patient 
might have jumped from the unguarded lavatory 
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window. The evidence showed that no one ac- 
companied the patient into the lavatory. There- 
fore, there was some evidence tending to show 


negligence. 
—__——_—— 


Liability of Hospital for Necropsy Performed 
Without Consent of Nearest Relative 

Darcy v. Presbyterian Hospital, 202 N. Y. 259, 
95 N. E. 695. 

This was an action to recover damages for 
wrongfully withholding and dissecting a body. A 
demurrer was sustained to the complaint. This 
was held, by the Court of Appeals, to be error. 

It appeared that the plaintiff mother’s consent 
had not been granted to the performance of the 
necropsy. It also appeared that the deceased had 
not died under such circumstances as to justify a 
necropsy. The defendant, having no right to per- 
form the necropsy, or to demand that one be per- 
formed, plaintiff’s complaint, on its face stated 
a cause of action, and should have been sustained 
against the defendant’s demurrer. 

petiadidiacies 
Liability of Charitable Hospital for Negligence 
Caused by Incompetant Servants 

Goodman v. Brooklyn Hebrew Orphan Asylum, 

178 App. Div. 682, 165 N. Y. S. 949. 


This case was decided upon the pleadings and 
is of no bearing, to that extent, upon hospital law. 
However, the Appellate Division recognized that, 
if upon a new trial plaintiff could prove that de- 
fendant, a charity, had been guilty of negligence 
in hiring its servants, then a recovery might be 
had against the defendant. 

The exemption of a charity from negligence is 
not broad enough to protect the charitable insti- 
tution where it has been guilty of negligence in 
hiring incompetent servants. 

oe ee 
Liability of Charitable Hospital for Negligence 
Represented As “Breach of Contract” 

Klein v. New York Eye and Ear Infirmary, Inc., 
210 App. Div. 770, 201 N. Y. S. 218. 

The plaintiff was a pay patient and sought to 
recover damages for breach of the defendant’s 
contract to care for her in an ordinarly competent 
and skillful manner. This case was heard on the 
plaintiff’s motion to strike defendant’s separate 
defense. 

Plaintiff’s attorney was aware that his client 
could not recover on the ground of negligence, 
inasmuch as she was a beneficiary of the charity, 
although a pay patient. Therefore, her complaint 
was ingeniously drawn to appear to demand a re- 
covery for breach of contract instead of for mere 
negligence. However, plaintiff alleged that her 
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injuries resulted partly from: “ ... the act of 
the defendant in furnishing her with a nurse who 
was not ordinarily well trained and was not ordi- 
narily competent and skillful, and who gave plain- 
tiff the direction which resulted in her receiving 
her injuries, because she, the said nurse, was not 
well trained or ordinarily competent and skillful.” 
This made it clear that the plaintiff was relying 
upon the negligence of a servant of the defendant, 
in order to effect a recovery, although at first 
blush, it appeared that she was relying upon a 
breach of the contract to properly care for and 
treat her. The court refused to permit counsel to 
so disguise the real ground of recovery, saying: 
“It therefore appears quite clearly that plaintiff 
does not base her case entirely upon the allega- 
tions of breach of contract, but alleges negligence 
in the selection and employment of the nurse who 
attended plaintiff, as well as negligence on the 
part of the nurse.” Therefore, defendant was 
privileged to plead the fact of its incorporation 
as a charitable institution, and should have been 
permitted to do so by the trial court. 


—_—_——_ 


Liability of Charitable Hospital for Negligent 
Application of Hot Water Bottles Causing 
Burns 


Wilson v. New York Homeopathic Medical Col- 
lege and Flower Hospital, 204 N. Y. S. 175, 122 
Misc. Rep. 452. 

This case was heard on defendant’s motion to set 
aside a verdict in favor of plaintiff and to dismiss 
his complaint. The motion to dismiss was al- 
lowed. 

Plaintiff was a pay patient, and was burned 
by the negligent application of hot water bottles. 
At page 176 of the New York Supplement the 
court said: “ ... charitable institutions are not 
liable (except, perhaps, for failure to exercise 
care in selection) for the negligence of their phy- 
sicians, surgeons, and nurses in the treatment of 
patients, and, therefore, before a patient can re- 
cover for such negligence, he must show a special 
contract or a waiver on the part of the charitable 
institution of its legal exemption or immunity. 
... A careful review of the testimony discloses 
that the payment made by the plaintiff to the 
defendant was merely a contribution not sufficient 
to more than pay for the actual expenses incurred 
by the defendant in its care of the plaintiff, and 
certainly not sufficient to show even an implied 
special contract with the defendant of a waiver 
of exemption by it.” 

Under the facts, the case for plaintiff should 
not have gone to the jury, for there was no evi- 
dence upon which plaintiff could have effected a 
recovery. 
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Sixth Annual Institute for Hospital Administrators 


September 7-17, 1938, Chicago 


MALCOLM T. MacEACHERN, M.D. 


Chairman, Institute for Hospital Administrators 


program of lectures, seminars, demonstra- 

tions, round table discussions, study 
tours, and special conferences are now complete. 
This institute promises to be the most success- 
ful the American Hospital Association has ever 
held and the enrollment is expected to reach close 
to the 100 mark. 


As S HOSPITALS goes to press, the plans and 


Eleven full days of study, 64 hours of lectures, 
seminars, and conferences, 71 demonstrations in 
local hospitals, 98 persons participating in the 
teachings and demonstrations, and many other 
features, bespeak for the efforts of the Committee 
on the Institute for Hospital Administrators. 


The value of such an Institute is apparent and 
needs no argument. It is an opportunity for the 
administrator or one of the executive personnel 
of the hospital to drop his work for a brief period 
of time in order to augment, to adjust, or to re- 
place knowledge already acquired through expe- 
rience and various other channels. It is here that 
he can refresh his knowledge and better stabilize 
it; it is here he can keep abreast with the rapid 
advancements in the field of hospital administra- 
tion. Indeed, the governing body of any hospital 
could make no better expenditure than to send its 
superintendent or one of the other administrative 
officers to the Institute, for the hospital can and 
will benefit manifold from what the Institute reg- 
istrant brings back to the institution and puts into 
practical application by way of improving tech- 
nique and procedure, resulting in greater efficiency 
and economy. 


The lecturers, including Dean William H. Spen- 
cer of the School of Business of University of 
Chicago, and Dr. Joseph C. Doane, Medical Direc- 
tor of the Jewish Elospital, Philadelphia, will con- 
duct discussions and seminars covering pertinent 
hospital problems, each day of the Institute. 


The lecturers and their subjects are as follows: 


Frank J. Walter, Superintendent, St. Luke’s Hos- 
pital, Denver 
“Hospital Personnel—Management, Relations 
and Special Problems” 
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Leonard Shaw, Assistant Secretary, American 
Hospital Association, Chicago 
“Business Management in the Hospital” 


Neal N. Wood, M.D., Field Director, Study on Med- 
ical Care Required and Available in Cook 
County, Chicago 

“The Physical Plant of the Hospital—Main- 
tenance and Rehabilitation” 


C. Rufus Rorem, Ph.D., Director, Committee on 
Hospital Service, American Hospital Associa- 
tion, Chicago 

“Hospital Accounting” 
“Hospital Insurance” 


William H. Spencer, Dean, School of Business, 
University of Chicago 
“Legal Aspects of Hospital Administration” 


Joseph C. Doane, M.D., Medical Director, Jewish 
Hospital, Philadelphia 
“General Organization of the Hospital” 


M. Edward Davis, M.D., Associate Professor of 
Obstetrics and Gynecology, University of Chi- 
cago; Attending Obstetrician and Gynecologist, 
Chicago Lying-In Hospital and University of 
Chicago Clinics, Chicago 

“Essentials of Organization and Manage- 
ment of an Obstetrical Service in a General 
Hospital” 


Kate Daum, Ph.D., Director, Department of Nu- 
trition, University of Iowa Hospitals, lowa City 
“Food Service—Organization and Manage- 
ment of the Dietary Department in the Hos- 
pital” 


Helen Branham, R.N., Superintendent, North Mis- 
sissippi Community Hospital, Tupelo 
“Organization and Management of the Small 
Hospital” 


M. H. Eichenlaub, Superintendent, Western Penn- 
sylvania Hospital, Pittsburgh 
“Public Education and Public Relations of 
the Hospital” 
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Mary B. Miller, R.N., Superintendent, Presbyte- 
rian Hospital, Pittsburgh 
“Nursing Education and Nursing Service” 


G. Harvey Agnew, M.D., President-Elect, Ameri- 
can Hospital Association; Secretary, Depart- 
ment of Hospital Service, Canadian Medical As- 
sociation, Toronto, Ontario, Canada 

“Your Profession—Keeping Up with Its Ad- 
vances” 


Demonstrations and Field Work at Chicago 
Hospitals 


The demonstrations in the local hospitals have 
been carefully selected and arranged. They cover 
every possible phase of hospital operation. These 
demonstrations are so arranged that on each after- 
noon the students of the Institute have a choice 
of visiting one of four different hospitals. 


Round Table 


The round tables, which will be held in the eve- 
nings, will offer an opportunity for the students to 
present for discussion the individual problems in 
which they are interested. 


Individual Interviews 


Arrangements have been made for students 


. hospital authorities upon any phase of hospital 


to individually interview hospital consultants and 


construction, operation, maintenance, and pro- 
cedure. 


Living Accommodations and Bus Transportation 


As in former years, the sessions of the Institute 
will be held at Judson Court on the campus of 
the University of Chicago, where the students 
may enjoy all the comforts of a good hotel at 
the minimum cost of $30 for room and board for 
the period of the Institute. 


Transportation will be provided for the accom- 
modation of the students in attending the field 
demonstrations in the various hospitals in the 
Chicago area. Special busses will convey the 
groups from the campus to the hospitals and will 
return the students to Judson Court immediately 
at the close of the afternoon’s demonstration. A 
minimum charge of $2.00 to cover the cost of 
chartering the busses has been added to the reg- 
ular registration fee of $10.00. 


During the eleven days of intensive work, in- 
terspersed with entertainment and opportunity 
for recreation, it is the aim of the Institute’s com- 
mittee that everyone who attends shall receive 
more than he expected, and nothing will be left 
undone to obtain this objective. 
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An Address 


Before the 1938 Graduates of the Nursing School 
of Easton Hospital 


JOHN N. HATFIELD 


HEN I was invited to address you this 
WY cicnine I accepted without hesitancy. 

I so greatly admire your President, Mr. 
Skillman, and your Superintendent, Mr. Hazzard, 
for their very real interest in every phase of 
hospital activity and for their many contributions 
to the field, that to be asked by them to appear 
here and participate in your graduation exercises 
is an honor indeed and one that I greatly appre- 
ciate. 


It is my good fortune to be the administrator 
of a large metropolitan general hospital. The 
institution I represent is one hundred eighty- 
seven years old, having been founded in 1751 and 
since 1755 has functioned continuously in its 
present location. In the original building is the 
cornerstone, the inscription on which was writ- 
ten by Benjamin Franklin largely through whose 
efforts the hospital was established. Franklin 
was the first Secretary of the Board of Managers 
and the second President. 


Benjamin Franklin’s Interest in Hospitals 


Franklin, that most versatile of men, helped 
design the hospital seal depicting the Good Sama- 
ritan taking charge of the sick man and deliver- 
ing him to the inn-keeper underneath which is 
the inscription “Take Care of Him and I Will 
Repay Thee.” He took a deep interest in the af- 
fairs of the institution and was instrumental in 
procuring most of the money necessary to initiate 
the hospital enterprise and to keep it going for 
many years. History records his many and va- 
ried interests and his multitude of accomplish- 
ments but history does not emphasize the breadth 
and depth of the soul of the man, neither does it 
stress his humanitarian instincts and some of his 
finer philosophy. 


On display in the hospital library-museum, we 
have many manuscripts, papers, and books writ- 
ten or printed by his hand. A small piece of 
yellowed paper, bearing his handwriting is in this 
exhibit. The message it bears is typical of the 
man, and I like to think of it as the Pennsylvania 
Hospital creed, one worthy of adoption by every 
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The Author 
@ John N. Hatfield is administrator of the 
Pennsylvania Hospital in Philadelphia, 


founded by Benjamin Franklin, and the old- 
est hospital in the United States. 








charitable institution. It is dated June 4, 1753, 
and addressed to the Matron. It reads: 


Sister Elizabeth 
Please to receive the Bearer into'the Hos- 
pital, and entertain him there till the Physi- 
cians have considered his case. 
Your Friend & Serv’t 
B. Franklin 


I inject this gem of Pennsylvania Hospital his- 
tory fora reason. That kindly, solicitous concern 
of Franklin for an unfortunate fellow-being, con- 
stitutes a text for a preachment, the concept of 
which should influence and guide every man and 
woman engaged in any capacity in any hospital 
or kindred institution. From the first day of my 
association with the Pennsylvania Hospital nearly 
fifteen years ago, the message on that small piece 
of paper has been before me constantly as an in- 
spiration and a challenge. That message carries 
such a direct, simple human implication that I 
feel it my duty to call it to your attention at this 
time when you are entering upon your nursing 
careers. 


“Please to receive the Bearer into the Hospital 
and entertain him there.” That is a significant 
statement. I wonder how many of us think of 
“entertaining” our patients in the sense Franklin 
must have used the word. The more I study the 
statement and think of all that was in Franklin’s 
mind when he wrote it, the more convinced I am 
that many of our hospitals are gradually losing 
sight of the basic principles upon which they were 
established. The character and spirit of the hos- 
pital I represent are bound to reflect themselves 
in me and others who are associated with it and, 
by the same token, you and everyone connected 
with the Easton Hospital, have absorbed the spirit 
of its service characteristics. 
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Franklin did not refer to entertainment in the 
sense we are likely to think of it. He had no 
thought, I am sure, of passively amusing or tem- 
porarily bolstering the spirits of one who was in 
physical pain or mental anguish. He had in mind 
providing comfort and quiet, and no doubt ex- 
pected the patient would find contentment and 
peace during that anxious period of preliminary 
hospitalization that can come only from the abil- 
ity of his host to instill in him the feeling that 
he is intrusted to trained, calm, and safe hands 
and that human understanding, sympathetic con- 
cern and a profound desire to help are the moti- 
vating instincts in the services being rendered. 


Role of the Modern Trained Nurse in 
Community Life 


Where does the role of the modern trained 
nurse fit in the hospital scheme and in community 
life? The nursing profession, into which you are 
about to enter and through which many of you 
will devote a lifetime of service, needs you who 
have been thoroughly trained and who are will- 
ing and capable of projecting its traditions and 
fundamental practices into the future. Hospital 
buildings, replete with equipment, would be use- 
less without physicians and nurses. They would 
be useless without nurses because physicians de- 
pend so much upon their services, both in and 
out of hospitals, that it would be next to impos- 
sible to practice modern medicine and surgery 
without their help. You see, upon your shoulders 
there rests some definite and important responsi- 
bilities. 


Throughout the past three years, during your 
course of training, you have been told time and 
time again, no doubt, what your responsibilities 
are as a nurse. You have learned nursing tech- 
nique and all the other things planned for in a 
crowded curriculum and a carefully planned 
teaching schedule. The state of your health has 
been diligently watched and, I suspect, a solicitous 
faculty has day and night supervised your every 
move about the hospital that you might gain full 
knowledge of your art. As the result of your 
own accomplishments, you stand tonight on the 
threshold of your commencement—the beginning 
of a service to suffering humanity. Legion in 
number will be your opportunities and rich will 
be your reward. 


You have read in history concerning the care 
and treatment of patients in hospitals prior to 
the advent of trained nurses. What unfortunate 
human beings they were. Words were never 
meant to describe the horror—the nightmare of 
their existence. Florence Nightingale changed all 
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that and established a standard of nursing, ac- 


- companied by a code of service ethics that almost 


overnight changed the status of hospitals. 
Development of Nurses’ Training 


When Franklin wrote the message to Sister 
Elizabeth there were no nurses. Florence Night- 
ingale was not born until 67 years later and the 
Crimean War, in which she became famous, was 
100 years in the future. Nursing has come a 
long way since that great woman crusader intro- 
duced sanitary reform and nursing principles in 
the British Army and instituted modern military 
hospital service only a little more than eighty 
years ago. You are familiar with the progress 
that has been made during the intervening period. 
You are cognizant of the rapid medical and scien- 
tific strides of your generation. You have seen 
vast improvements in hospital facilities for the 
treatment and care of the sick and injured. 


Back of it all, however, and lying underneath 
as the firm, broad base upon which our hospital 
service rests and upon which public health and 
nursing services depend, is the spirit which 
prompted Benjamin Franklin to introduce the 
patient to Sister Elizabeth and ask her to “enter- 
tain him there till the physicians have consid- 
ered his case.” Nurses, physicians, and other 
professionals concerned with the care of the sick 
may be mental giants; they may possess all the 
knowledge of every phase of their prospective 
professions; they may be manually perfect; and 
they may have at their disposal every possible 
modern facility for the care of the sick, but un- 
less they are inherently “Franklin spirit” con- 
scious they are not worthy of the profession they 
represent. 


Some time during the next few months each of 
you will complete your course of training and 
launch your nursing career. You will not forget 
the three years you have spent at the Easton 
Hospital as students. You will not forget the 
day you first donned the uniform of a probationer. 
You will never forget the day you received your 
cap signifying the end of that probationary or- 
deal. You will not forget a hundred, yes, a thou- 
sand experiences so indelibly fixed in your minds 
during those three years. I hope you will not 
forget that throughout it all you were preparing 
yourselves for a great professional service. 


What the Profession of Nursing Involves 


You will note that I have emphasized the word 
“profession.” A profession, as you well know is 
an occupation that properly involves a liberal edu- 
cation or its equivalent, and mental rather than 
manual labor. Yours is not a trade in the sense 
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that we refer to the many specialties practiced 
by mechanics. You will not be day or hour labor- 
ers depending upon the strength of your hands 
and endurance of your bodies to perform a 
monotonously stereotyped task. You will walk 
side by side with physicians and other profes- 
sionals such as ministers, teachers, and lawyers. 
Do not lose that professionalism you have so well 
earned. Protect it as the sacred heritage it is. 


Through ordered organization and ethical ap- 
proach consistent with the tenets of your profes- 
sion, follow the trend of the times but under no 
circumstances forget, or cause others to forget, 
that you are a professional. Do not forget, too, 
that nursing as a profession is but a child com- 
pared to the adult others I have mentioned and 
because nursing is such a relatively young pro- 
fession, its members must take time to educate 
the public concerning conditions it would have 
changed. You cannot undo over night that which 
your predecessors have built up over a period of 
eighty years. Demands today, forced upon a not 
too well informed and perhaps unsympathetic 
public might well precipitate antagonism of such 
proportions as to demoralize, or make less useful, 
or bring about a diminishing demand for profes- 
sional services which are so necessary to the well- 
being of mankind. 


When I was a youngster, and by the way, that 
was not so many years ago, diminishing hair not- 
withstanding, I thought of a nurse as a woman 
who possessed unusual qualifications. I looked 
upon her with reverence and esteem because of 
her medical knowledge, skill, and fitness to care 
for the helpless sick. She personified something 
fine and perfect and instilled in me a feeling of 
profound respect. The years since boyhood have 


not changed that picture in any particular. Per- | 


haps you will think I am biased when I tell you 
I married a nurse, but I would deny that; I be- 
lieve I am speaking for the average person. I 
believe my childish picture of a nurse was that 
of a professional woman in the truest sense. 


I hope you will remember what I have said 
about professionalism and I hope you will think 
twice, yes, a dozen times, before you throw it 
away for a place beside the day laborer, be it man 
or woman. 


The Education of the Nurse 


As I view the nursing situation, there is an- 
other factor of some moment deserving of our 
attention and about which I would make a few 
observations. Much emphasis has been placed on 
nurse education these past few years—and rightly 
so. We should have intelligent nurses. They 
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should be given a good basic academic training 
as well as thorough practical instruction in the 
bedside care of the patient. Pennsylvania and 
many other states require that applicants to nurs- 
ing schools must have graduated from class “A” 
high schools or their equivalent. College grad- 
uates are entering nursing schools in increasing 
numbers and there are training schools affiliated 
with universities offering a five-year combined 
course with a college degree. Many nurses go on 
through college after first obtaining their nurse 
training. These better educated nurses, certainly 
the majority of them, are not content with bed- 
side nursing positions, they seek executive and 
teaching positions or places of responsibility re- 
quiring technical, scientific, or specialty training 
beyond that acquired by the average nurse. Those 
who would prepare themselves for superior posi- 
tions, first of all should possess all-around nurs- 
ing ability, together with a personality to fit the 
specialty. They should be encouraged and as they 
progress they should be paid accordingly. 


Then we have the nurse-secretary so often em- 
ployed by physicians; the nurse supervisor, head 
nurse, and nurse-technician in hospitals. There 
is the public health nurse and the visiting nurse, 
and others who make up a secondary specialty 
group. The others, except that large percentage 
who marry and thus in the majority of cases 
eliminate themselves from the practice of their 
profession, are bedside nurses. They constitute 
the backbone of the profession and are the old 
reliables upon whom physicians in the home care 
of patients and hospitals must rely. 


Governmental regulatory boards are more and 
more stressing theory of nursing at the expense 
of the practical side. The curricula are jammed 
with hundreds of hours of classwork during the 
three-year course. Subjects are taught to an ex- 
tent far beyond practical usage. Hospitals are 
built and maintained primarily for the care and 
treatment of the sick and injured. In them we 
find the only means of training nurses and other 
professionals identified with public health service. 
Education, therefore, is a secondary responsibil- 
ity but none the less equal in importance to the 
other. 


Nursing Education and Hospitals 


Hospitals cannot function without financial 
support. It is an expensive procedure to hospi- 
talize the sick in this day of highly scientific at- 
tainment and it is doubly expensive to undertake 
education and research at the same time. State 
Board requirements are rapidly approaching the 
point where they are becoming a problem and, 
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I may say, concern of many hospitals. If con- 
tinued emphasis is to be placed on the theory 
aspect of nursing training, thereby increasing 
classroom hours and thus decreasing the number 
of hours of bedside training, there will be no al- 
ternative for many hospitals but to close their 
training schools and require that the education 
of nurses be subsidized by taxation, that is, sup- 
ported in the same manner as our public schools 
and institutions of higher learning. 


I express the hope that some of you aspire to 
be what I have referred to as super-nurses; that 
your preliminary education has been, or your 
post-graduate training will be such as to qualify 
you for teaching, executive or specialty positions. 
Many of you, largely because of circumstances 
beyond your control will be bedside nurses either 
in hospitals or private homes. It is to you of this 
latter group, particularly, that I have directed 
my remarks this evening. 


I lay no claim to fortune telling. I can only 
evaluate, in my own way, the trends as I see them 
and project the picture into the future. We move 
so swiftly these days that a well-defined and 
steady course may suddenly deviate and fly off on 
a tangent into the nowhere. I doubt if anyone 
knows approximately where anyone or anything 
is headed. We are living in an era of great un- 
certainty, yet in a period of tremendous activity. 
Along some lines we appear to be making sub- 
stantial and marked progress; along others we 
seem to be groping and subject to all sorts of 
diverting influences. 


Nursing education has kept pace with the times 





and I dare say will continue to do so. Do not let 
time and your contacts with the world cause you 
to forget your professional ideals with their high 
ethical and humane implications or your profes- 
sional status and its significance. I hope you will 
not forget why and how nursing became a pro- 
fession or the meaning of the spirit that prompted 
Benjamin Franklin to write “Please to admit the 
Bearer and entertain him there.” 


Again I want to express my appreciation for 
this opportunity to address you. Everything I 
have said here tonight, with the possible excep- 
tion of reference to my own hospital’s history, 
you are, no doubt, acquainted with and you prob- 
ably have arrived at your own conclusions. I am 
not vain enough to believe I can cause you to 
change your minds if, perchance, your views do 
not coincide with mine. I have attempted only 
to emphasize two or three things about your pro- 
fession which I think are very important and 
worthy of special consideration by you. If I have 
impressed you sufficiently to cause you to pause 
and reflect, and do some more thinking on the 
general subject, I shall feel amply repaid for be- 
ing here tonight on this, your happiest of occa- 
sions. 


I congratulate you for selecting nursing as a 
profession. I congratulate you on successfully 
completing your course of training. Lastly, I 
congratulate the Easton Hospital for adding your 
number to the many others it has given to the 
grand profession into which you will presently 
enter, qualified by education, training, ability, and 
personality. 





Tariff Status of Books Entering Canada 


The American Hospital Association has been 
advised by the Customs Division of the Depart- 
ment of National Revenue at Canada that the 
following tariffs are in effect: 


The Transactions of the American Hospital 
Association are admissible duty free under tariff 
item 174 but subject to sales tax of 8 per cent. 


Library service material, including package 
libraries, is permitted free entry provided that it is 
returned to the lerding library under Customs 
supervision within a period of one month from 
its receipt in Canada. 

Text books such as Hospital Organization and 
Management, etc., are dutiable under tariff item 
171 at 10 per cent ad valorem, plus the sales tax 
of 8 per cent on the duty paid value. 


Such books are not subject to the special excise 
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tax of 3 per cent on the duty paid value unless 
more than one entry of such goods is made by 
one importer during one day from one country, 
providing the duty paid value does not exceed 
$25.00. 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order’ additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 
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Linen Control 
LEON T. COOKE 


trol” as it might be applied to any average 

American home where the housewife did all 
her own purchasing, washing, ironing, and mend- 
ing, along with her other household duties, we 
would naturally assume that conditions, as far as 
the housewife herself is concerned, would be 
congenial. We will readily agree that her system 
of handling the household linen, the quality of 
the linen, the expense of laundering, and replace- 
ments involved, would certainly bring no com- 
plaints, as she is the only one concerned in the 
work and its results. Her “system,” as she herself 
adjusted it, no matter whether it was the same 
one week to another, would be very satisfactory 
to her. 


| F we were to consider the subject of “Linen Con- 


She might be washing her linen by hand in 
the old-fashioned stone tubs, or she might have 
one of the very latest home “wet wash” machines. 
She might be using the same brand of bar soap 
that her mother and grandmother used before her, 
or she might be swaying from one grade of radio- 
advertised, powdered soap to another; as she felt 
she owed allegiance to her favorite current stars 
of the powdered-soap radio program. Whether 
she did her ironing with the newest heat-control, 
electric iron, or the old flat iron that heated on top 
of the stove; whether she hung her clothes out 
in the back yard to dry, or on the apartment- 
house roof, would make no difference to the house- 
wife. Just as long as she did her work in her 
own fashion she would be satisfied that everything 
was done in the best and most careful manner. 
Any wear and tear requiring mending or replace- 
ments, or any graying and discolorations would 
be taken as a matter of course and there would 
be no complaints from her. 


Let us suppose that the lady increases her 
household requirements, and her income as well, 
to the point where she chooses to employ another 
person to assist her in her household duties. This 
new assistant is required to launder the linens and 
place them neatly in a closet where the lady of 
the house stores them until such time as she, her- 
self, will remove them to make up her own beds, 
or to replace other soiled linens throughout her 
household. We now have a different situation en- 
tirely! 


Two persons are now doing the housework, 


in an increased proportion, that was previously. 


done by the housewife alone. The assistant 
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is collecting, washing, and ironing the house- 
hold linens, while the housewife is handling and 
scrutinizing the results. An “ideal” situation for 
the beginning of friction between the two persons. 
The housewife, on one hand, will begin to notice 
that her linen is fast becoming worn and will feel 
that it is being needlessly damaged. She may 
even be convinced that some of her best linen is 
being lost or misplaced. She will imagine that all 
the terms used over the radio, describing grayed 
or improperly washed clothing, seem to apply 
readily to her own household linen as it is proc- 
essed by her new assistant. The new housemaid, 
on the other hand, begins to feel that the house- 
wife is using a great deal more linen than is actu- 
ally necessary. She is sure that the housewife 
does not have the least concern about the excess 
amount of linen being laundered, just because 
she, the housewife, does not have to wash and 
iron it herself. When she took the job of helping 
with the housework she was told that she would 
be required to wash only on Monday, but now it 
seems as though she has to launder something 
every day. In fact, her afternoons off are very 
uncertain because of the irregularity and the 
quantity of her work. 


Condition in the Average Institution 


The description of the condition in this aver- 
age household is a small and simple picture of 
the working conditions in our average institution. 
By presenting the manner of handling the linen 
between two separate persons, with their own 
personal interests involved, we are presenting the 
linen situation in a homely manner as it is man- 
aged in our institutions as a whole. If one depart- 
ment is assigned to the purchase and maintenance 
of the institution linen and another department to 
the laundering of it, there is certain to be friction 
between the two groups. Common sense has 
taught us that as long as human beings are the 
same self-centered persons that they are, individ- 
ualistic in thought and action, we cannot naturally 
have the cooperation that would be necessary to 
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bring about perfect harmony between depart- 
ments. 


Method of Handling Linen Governed 
by Simple Rules 


A loud and continuous cry is made for “coopera- 
tion.”” The department heads plead for it from 
each other and the superintendent demands it 
from all departments; while the humble employee 
wonders what it possibly can be. It is necessary, 
therefore, to have rules and regulations that must 
be rigidly enforced in such a manner as to bring 
about conditions that will eventually be referred 
to as “cooperation.” The method of handling the 
linen and the regulations must be of necessity 
very simple. The amount of work involved in 
the system must be at a minimum and all must 
be arranged to keep the labor and investment at 
its lowest figure consistent with real economy. 


If we are to leave the managing of the linen 
situation to the employees of the various institu- 
tions, each institution will doubtless have different 
systems of linen control suited to the immediate 
needs of the department installing the systems. 
The separate methods are certain to be designed 
to make the work the easiest for the one estab- 
lishing that particular system. 


If we were to ask the department in control of 
the maintenance of the linen in the ordinary in- 
stitution to carefully list the names of all em- 
ployees handling the linen in the order of their 
care and consideration of it, they would place their 
own names at the top of the list and finish it off 
with some especially offending private nurse. 
Should the nurse be persuaded to make out a 
similar list, she would write the names in an en- 
tirely different arrangement; based on the require- 
ments she needs for the comfort of her patient. 
It is apparent, therefore, that all departments 
must confer to make regulations that will elimi- 
nate individual opinion and tend to promote con- 
fidence in all persons concerned. The system must 
be mutually planned to handle every phase of linen 
care and usage with positive efficiency and rea- 
sonable simplicity. This would require that the 
total number of employees engaged in the process 
of handling the linens be at its minimum in order 
to simplify the system and make more possible the 
efficiency. 


It is true that many of our institutions have no 
particular method of controlling their linens. The 
linen is bought with no specific requirements as 
to quality and perhaps is donated by some chari- 
table group affiliated with the institution. No 
inventory is kept of the amount in stock and no 
record is made of the linen usage. There is no 
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apparent attempt at systematic cost accounting 
and in no way can the expense of maintaining 
the linens be compared with the methods employed 
in other institutions. 


Two Systems of Linen Control 


Such methods are not in practice in all our 
institutions, however, and in most of our larger 
ones there is established some systematic manner 
of control with varied efficiency. There are two 
outstanding methods employed which we will con- 
sider at this time. One is commonly called the 
“Central Exchange System” or “Even Exchange 
System,” and the other is referred to as the “Daily 
Requisition System.” Each system has its own 
loyal group of champions and both groups feel 
that their particular system fits the better into 
their own particular needs. We will consider both 
of these systems and, using as a basis economy 
and simplicity, we will make a comparison between 
the two. 


Central or Even Exchange System 


The first system that we will consider is the 
“Central Exchange System” or, as it is sometimes 
called, the “Even Exchange System.” This method 
is designed around one or more stock rooms or 
supply rooms, located either in the laundry or in 
a place that is the most convenient to all parts of 
the institution. From these stock rooms are issued 
all the linens of the institution on a piece for piece 
basis. If a ward is to send ten sheets to the 
receiving point in the laundry, they are counted 
carefully and a receipt in the form of a list is 
issued, enabling the ward to get ten clean sheets 
in exchange for the soiled ones. The object of 
this system is to enforce strict control over the 
linen supply in the wards. If the nursing staff 
cannot keep vigilant control over the linen in use 
they will not have enough for their needs. 


The ordinary procedure followed in this system 
calls for the linen to be counted and listed by the 
nurses, after the beds are changed. The soiled 
linen is then sent to the laundry in bags. The 
nurse must keep a careful count of her linen, for 
she must be certain that she receives the same 
amount in return. This requires time from the 
nursing care that she should give her patients. 
The linen goes to the laundry sorting room where 
the bag is opened and the contents counted and 
listed by the laundry sorter. Here we have a 
duplication of labor which is necessary from the 
laundry stand-point to make sure the nurses’ count 
is correct. One of our institutions with a bed 
capacity of under one thousand employs ten list- 
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ers who count the linens that are sent to the 
laundry. 


The nurses, under this system are ordinarily 
required to take all damaged linen to the mend- 
ing department, where a receipt is given, allow- 
ing her to obtain replacements in the supply room. 
In one of our large children’s hospitals the nurse 
bringing damaged linen to the supply room must 
sign an affidavit saying that she used diligence in 
protecting the article and that she kept it in a 
locker provided for the linen, before the damaged 
articles are replaced. 


The lists made out by the sorters, after the bags 
of linen are counted, are sent to the central supply 
room where clean linen is counted out to be sent 
back to the wards. This requires more careful 
counting and must of necessity mean more em- 
ployees. The linen is then delivered to the wards 
where the nurse must count and check it with the 
list that she made out when the soiled linen was 
sent out. 


Advantages and Disadvantages of This System 


As you may have surmised by this time, the 
system requires a maximum number of employees 
and a large amount of duplication of work. The 
bed linen must be counted at least four times to 
complete the exchange. A large part of the burden 
of linen care is decidedly upon the nursing staff. 
They must keep an active inventory of their linen 
and they must carefully check and recheck to be 
certain they receive their full amount from the 
linen room. In case of shortages in the delivery 
of clean linen the nursing staff must spend more 
time correcting each error. 


The system has a few good points, however. As 
a result of the various shaking out and counting 
processes the articles commonly misplaced by the 
patients are discovered before they are damaged 
or lost. The careful counting and constant watch 
over the linen supply keeps the linen losses down 
to a minimum. When you compare the saving in 
linen losses with the salary cost in making this 
possible you soon see that a considerable amount 
of money is spent to accomplish very little. 


The actual linen inventory may, under the best 
of conditions, be kept at the very lowest in this 
system if the linen issues from a common linen 
supply. In many institutions the linen is marked 
or named for every ward in the hospital. That 
is, every ward has its own complete supply of 
linen and there is usually another supply that is 
kept separate for the private rooms. This is, 
without a doubt, the most costly system that is 
commonly employed. It is occasionally used in 
institutions where it is impossible to install any 
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system at all and cooperation between depart- 
ments handling linen is absolutely unexpected. 


The common procedure is to have a complete 
supply of linen on the three change plus basis for 
each ward. This supply is marked plainly for 
each ward and sent to the laundry to be returned 
to the wards marked on the linen when the laun- 
dering is completed. Should every ward in the 
institution have three complete changes of every 
article necessary for the proper care of the pa- 
tients, plus allowance for emergencies and occa- 
sional repairs, the total number of linen articles 
would be at its greatest amount possible. An 
analysis of this statement is not necessary, but 
let us consider the amount of sheets on the inven- 
tory. Should the institution using this method of 
marking the ward linen have each bed occupied 
all the time, it is possible that the sheets would 
all be in use, but should a few beds in one of the 
wards be vacant most of the time, the sheets 
would be tied up so that they would not be used 
in the wards where they might be needed. If we 
were to estimate that each sheet might cost on 
the average of one dollar apiece we would have a 
very costly inventory. 


Supposing we took all of these wards and united 
them and only supplied sheets to the beds actually 
needing them from one common supply. If there 
were fifty wards in the institution and each ward 
had an average of two empty beds each day, we 
would, by delivering from the common supply each 
day, save in actual stock the amount of sheets 
used on one hundred beds daily. When we con- 
sider that each ward must have its own water 
bottle covers, bed pan covers, cubicle curtains, 
woolen blankets, etc., we will recognize the amount 
of money tied up in inactive stock all over the 
institution. 


Some institutions supply a different quality 
linen to the wards and the private rooms. In 
such institutions it would seem unholy to use the 
same sheets in the wards that the private room 
patient received. It might be the rule of some 
institutions to change beds more often in the 
private rooms, but we will not discuss this; even 
though it is acknowledged that, from the nursing 
stand-point, it is just as important to give the 
incontinent or acutely ill patient one or many 
changes of linen each day, whether the patient 
happens to be able to pay for a private room or 
not. 


Fallacy of Purchasing Cheap and Inferior Linens 


Any person who buys linen with care and ex- 
amines each article carefully to determine its 
strength and wear:ng qualities, will assure you 
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that it is usually true that the best and most 


expensive article is the most economical for the ~ 


institution to purchase and use. Inferior linen, 
of any type will soon prove very expensive, as it 
must be constantly replaced. It is economy, there- 
fore, to use the best quality linen on all beds in 
any institution. This eliminates the idea of hav- 
ing different grades of linen for wards and private 
rooms. Linen that is mended to the point where 
it is not suitable for private room use should be 
removed from regular service and utilized in some 
other manner. Most institutions employ this linen 
in the manufacture of articles commonly used in 
the surgery. 


Daily Requisition System 


We will now consider the “Daily Requisition 
System.” We have considered some of the points 
of this method of linen control already. The 
linen is issued from a common supply to all wards 
on requisition from the wards daily. Before this 
system is installed, certain preparations must be 
made. Closets should be provided for the linen 
in each ward, which must be locked and under 
the control of the ward supervisor or a person 
appointed by her. A certain formula to be fol- 
lowed in requisitioning the linen is drawn up, 
based on mutual agreement between the nursing 
and linen departments. If this formula were to 
allow for two sheets, two pillow cases, one bath 
towel, etc., per patient per day and any one ward 
were to have fifty patients, the requisition sent 
to the linen room would call for one hundred 
sheets, one hundred pillow cases, fifty bath towels, 
etc., allowance having been made in the construc- 
tion of the formula for ordinary emergencies. The 
daily requisition from the ward will list the num- 
ber of patients, linen on hand in the closet, and 
amount required. If there were ten patients, and 
there were ten sheets in the closet, only ten sheets 
would be requisitioned. 


The linen porter, in the employ of the linen 
department, will deliver the requisitioned linen 
to the linen closet and place it on the shelves in 
the presence of the supervisor or her assistant. 
This provides the opportunity for the linen de- 
partment to check up on the supply on hand in 





the closet and also allows the nursing department 
to check on the linen delivered. 


A Simple and Efficient System 


The system is simple and efficient. It can be 
seen that the linen stock would be at its lowest 
figure with this method of issuing linen to the 
institution. The burden of responsibility for the 
upkeep of the linen would be entirely on the linen 
department and the linen worries of the nursing 
department are dissolved to the simple daily 
requisition and check when the linen is delivered. 


Any system using the minimum of linen stock 
and minimum number of employees is the most 
economical method of control to use. If the linen 
department is part of the laundry department and 
the linen is delivered directly from the shelves 
where it is placed after it is processed, the han- 
dling costs are at a minimum. Should this linen 
have to be transported from shelf to shelf before 
it is delivered to the wards, unnecessary expense 
is incurred. Should the linen be processed by the 
laundry department, but maintained and delivered 
by another and separate department, unnecessary 
expense in supervision and handling is a result, 
and makes possible the friction that is common 
between two such departments not consistent with 
the best interests of the institution and certainly 
not helping the efficiency of the service. 


In our discourse, we have progressed rapidly 
from the home where the housewife did all her 
own work and was content with the results. We 
could not expect to have any institution system 
as simple as hers, but there is no reason why it 
could not be as proportionately simple, as it would 
be under the “Daily Requisition System.” Any 
institution having a large, cumbersome inventory 
of linen stock of over $150,000.00, as it is in one 
of our large hospitals, is worth placing on a sim- 
ple, economical basis. There is no control worth 
while that is not simple and economical. 


However, no system can ever begin to function 
satisfactorily without rigid adherance to the rules 
laid down at its inception. The simpler the 
rules, the more agreeable the conditions will be 
and the less chance there will be for trouble. The 
“Daily Requsition System” is by far the simplest 
in use. 











HOSPITAL WEEK IN DALLAS 


Conventions of the American Hospital Association, American Prot- 
estant Association, National Association of Nurse Anesthetists, and 
the Convocation of American College of Hospital Administrators 
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A Ribbon Runs Through the Hospital 






LILLIAN ERICKSON, R.R.L. 


mean,” by ‘A ribbon runs through the hospi- 

tal’?” Well, the ribbon is the patient’s 
record. That ribbon has two ends, both of which 
are gathered up into the hands of the record 
librarian and tied into a neat knot—if each de- 
partment has been cautious, accurate, and re- 
sourceful. For the ribbon to be lost or torn along 
the way, through someone’s carelessness or 
through someone’s lack of understanding of its 
importance, is often serious in result. 


y OU may wonder “What on earth does she 


A patient is admitted to the hospital, is treated, 
convalesces, and returns to his home. He will re- 
member the “high spots” of his hospital experi- 
ence but the hospital has a detailed record for 
every minute of the day. Each department con- 
tributes its share toward keeping this record ac- 
curate and complete. 


Accuracy in the admitting office is as important 
as it may seem trivial. The correct spelling of 
names and the correct information about social 
data concerning the patient may later eliminate 
many futile hours of search. 


Record-Consciousness 


Record-consciousness among nurses is, fortu- 
nately, a growing thing, and is making a greater 
contribution constantly to the field of the record 
librarian. In many hospitals now the nursing 
curriculum includes a series of lectures by the 
record librarian, and it is to be hoped that with 
united efforts we shall be able to bring about a 
universal system of clinical bedside charting. 


In the department of surgery and pathology 
there must indeed be cooperation. In large insti- 
tutions, where dictaphone or stenographic services 
are available, there is little difficulty in obtaining 
immediate reports. But in the smaller hospital, 
where the record librarian must serve all these 
departments, it becomes a problem. A great deal 
of time and effort can be saved if the surgical 
supervisor is record conscious, and a system is 
worked out whereby the record librarian may be 
called to the surgical department at the close of 
an operation. 


It has been my privilege during the past year to 
become acquainted with the methods of several 
hospitals and great was my surprise to find the 
practice of dictating and attaching surgical, 
pathological, x-ray and electrocardiogram reports 
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on the chart anywhere from several days to sev- 
eral weeks after the patient had left the hospital. 
I definitely had the feeling that in most instances, 
when this was done, the report was made out in 
the end only because it was a duty—accuracy and 
interest appeared distinctly secondary. “Appendix 
removed,” “Fracture reduced,” “Hernia repaired” 
was the extent of the surgical record in some 
cases. 


Where the Resident Staff Helps 


As for the resident staff . . . this group consti- 
tutes a part of the professional personnel and 
should, under authoritative supervision, be a tre- 
mendous help to the librarian. The resident on 
each service should be responsible for checking the 
quality of the records written. If he cannot se- 
cure the proper cooperation the problem becomes 
one for the chief resident or the Record Com- 
mittee. 


Another contributor to the keeping of records 
is the social worker. She it is who follows the 
patient into the home, and her report is important 
in the final follow-up notes. 


Role of the Administrator in Keeping Good 
Patients’ Records 


Last and most important is the administrator. 
If he is record-conscious, two-thirds of the battle 
is won. It is he who must handle the most serious 
problems that may arise with the medical staff. 
It is he who can give the department its proper 
place in the organization. I do not mean that the 
administrator should know the routine of record 
keeping. It is obvious that with his many differ- 
ent duties it would be impossible for him to know 
the details of each department. It is for this 
reason that he selects responsible people to head 
the various departments. One does not expect 
the superintendent to prepare special diets, take 
X-rays, or give anesthetics. No more should he 
want to know the details of the record librarian’s 
work. He should know and state what final re- 
ports he wants so that he may at all times 
evaluate the results of hospitalization and also 
know the results of the work of his staff. 
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The methods of arriving at these results should 
be relegated to the librarian. Therefore every 
inducement should be made to obtain the services 
of a trained ilbrarian. A librarian who has com- 
plete understanding of record keeping and one 
who has initiative so she can carry out instruc- 
tions without asking numerous petty questions 
about how to do it; one who has the mental cour- 
age to do what is necessary. Superintendents 
should invite the confidence of their record librar- 
ians and through the mutual interchange of 
thoughts and ideas should come higher standards 
of hospital records. Then the records will be used 
for scientific papers and staff meetings, for the 
use to which the record room is put will be equal 
to the value of the information it affords. 


Importance of the Patients’ Records 


We all know that one patient’s record may 
prove very important. Intelligent vision enables 
us to see also that grouped records may be of 
much greater value than any one folder of re- 
corded facts. The record librarian has a unique 
contribution to make, if she is permitted to do a 
thorough job. 





I believe the record librarian should attend all 
the meetings for department heads that an oppor- 
tunity may be had to clear up any difficulties in 
her work which might involve other departments. 
Authorities agree that she should also attend the 
regular meetings of the staff. Discussion of cases 
will give her a greater understanding of what she 
may expect to find and record. The alert librarian 
will, of course, learn of interesting cases in the 
house and can assist materially if she has. avail- 
able statistics on similar cases, possibly from the 
angle of treatment. They may prove of valuable 
assistance to the physician on the case and give 
him a concrete example of the value of the com- 
plete record. 


My plea is, first, to the record librarian herself 
. . . to realize that she is not merely a clerk but a 
responsible person with an important, interesting, 
and responsible position. The rest of my plea is to 
everyone in the hospital who has any part in the 
patient’s record, to realize the importance of the 
work the librarian is trying to accomplish and to 
help her toward the good job which she cannot 
possibly achieve and maintain unless she receives 
help and cooperation. 





<i 
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The Birmingham Hospitals Centre 


The Birmingham Hospitals Centre and Medical 
Schools Buildings of the University of Birming- 
ham were formally opened by Their Majesties 
King George VI and Queen Elizabeth on July 14. 
The work was started in September, 1933, and 
on October 23, 1934, the Prince of Wales laid the 
Foundation Stone of the Hospital and turned the 
first sod for the new Medical School Building. 


This new group, comprising a general hospital 
of 740 beds, a nurses’ home and training college, 
and the new medical school buildings for the 
University of Birmingham, is one of the world’s 
finest and “effects a complete co-ordination of the 
essentials of modern medical practice for all 
classes of citizens.” 


In speaking of voluntary effort and contribu- 
tion, the opening announcement says: “The most 
notable discoveries of science in all that concerns 
the health of mankind have been brought about 
almost entirely by improved methods of medical 
education and by research in universities and the 
voluntary hospitals linked up with the clinical 
facilities provided in the wards. Voluntary effort 
has been the generating force behind these dis- 
coveries; and it is natural that such effort should 
find expression in the growth of medical faculties 
allied to the voluntary hospital movement. It is 
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in recognition of this ever-increasing field of op- 
portunity that benefactors in all walks of life 
have made and will continue to maintain the 
voluntary hospital system, a characteristically 
British institution, one of the finest proofs of 
public spirit in our people.” 


It defines a hospital centre as “an economic 
and logical co-operation of effort and co-ordina- 
tion of hospital and health facilities, with four 
main functions: First, Treatment of the sick 
(medical function) ; Second: Training of medical 
students and nurses (teaching function) ; Third: 
Investigation (research function); and fourth: 
Constructive health building (social function). 
The object of a hospital centre is to get team-work 
as opposed to isolated effort. 


“Modern hospital and medical practice demand 
that there shall be organic and integral connec- 
tion between the scientist and the clinician. This 
is essential in order to secure the most efficient 
treatment of the patient and is no less necessary 
for the training of medical students and nurses, 
and for the advancement of medical knowledge. 
This close co-operation between science and treat- 
ment, between laboratory and ward, has been one 
of the most conspicuous features of recent hos- 
pital and medical development.” 
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Nurses for Nursing 


AMY BEERS, R.N. 


began when the first mother cared for and 

protected her children. We need not then 
be told that we are dealing with anything new, 
but we do need to be reminded that nursing has 
developed into an art and can be carried on only 
by people specially educated in that art. It is 
something we cannot grasp in a day or two, nor 
are all the rank and file fitted for it. We must 
have an inborn desire to care for the mentally and 
physically ill and we must like people, sick or well. 


[icesn tells us that the art of nursing 


However, this is not a review of the history of 
nursing, but a short discussion of our problems in 
providing adequate service to the person requir- 
ing hospital care. This ever-changing world of 
ours, with the marvelous advancements in science 
and the need for higher education to keep abreast 
with it, calls for a much more comprehensive 
course. We all are quite familiar with the recent 
studies proving that the nursing field was over 
populated with nurses of limited knowledge. Con- 
sequently, many nurses were in the unemployed 
group, and far too many patients were receiving 
poor nursing care. This over supply had a ten- 
dency to lower the types of nursing service in both 
the institution and the home, and to find the time 
and the energy of nurses diverted to duties not 
even allied to the art of nursing. 


Most of us remember the “good old days” when 
a nurse spent ten hours a day on duty, two hours 
in the class room and how about the “bit of pol- 
ishing and scrubbing thrown in’—with the pin- 
ning of beds and the folding of blankets. It is 
quite true the patients did not always lack care, 
but there was a tendency to regard them as cases 
with certain ailments and not to make any study 
of the individual or the social factors contributing 
to their illness. In spite of our progress and the 
advanced knowledge of the human mind, too little 
attention is directed to the mental attitude of the 
patient in the average hospital. 


Growing out of the complexity of the increas- 
ing responsibilities of nursing, we find there are 
many required services in the care of the sick 
that can be safely performed by another than a 
nurse. We have been and still are guilty of wast- 
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ing the time of our nurses. Each year we have 
been adding new duties without subtracting any 
of the old. For example, the wide-spread use of 
intravenous therapy along with many of the 
newer diagnostic procedures call for more and 
more hours of skilled nursing. 


Use of Subsidiary Workers 


What assistance shall we give the nurses so 
that they may devote their time to nursing? 
Plenty of theories have been advanced, but the one 
receiving quite general consideration today is the 
use of subsidiary workers. This is not a new 
plan. Fifteen years ago several leaders in nurs- 
ing education introduced the subsidiary worker as 
an answer to the demands being made upon the 
schools of nursing. One reason for the slow de- 
velopment of this plan was the large number of 
students in the schools of nursing and the so- 
called schools following the World War. 


If we adopt this plan—and statistics show 55 
per cent of the hospitals are using some type of 
auxiliary service—I wonder if we should not 
pause long enough to ask ourselves a few per- 
tinent questions: 


“What are purely the nursing arts?” 


“Where does skilled nursing cease and house- 
hold duties begin?” 


“Who will define nursing duties?” 
An Approach to an Ideal Program 


In my opinion, the nearest approach to an ideal 
program in a hospital having a mixed staff would 
be to assign one subsidiary worker to three nurses. 
The graduate nurses, being scheduled in the ratio 
of one nurse to four patients—the student nurses 
to be reserved for the services of any educational 
value. Each subsidiary worker to be allowed to 
be an assistant to the nurses and under constant 
supervision performing all duties of a household 
nature, such as cleaning somnoes, dusting beds, 
emptying bath water, disposing of soiled linen, 
cleaning utensils for patients, changing flowers, 
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bringing fresh water, making empty beds, prepar- 
ing a unit, and other duties of a like nature. 


Any program must be flexible enough to allow 
for the emergencies arising daily. No one ex- 
pects the post-operative in Room B to develop a 
thrombus, or the new mother in the maternity 
ward to have hysterics because her husband for- 
got his morning visit. Countless situations in a 
hospital call for more hours of nursing service 
than the regular schedule provides for. The sub- 
sidiary worker can be an invaluable assistant in 
bridging these gaps, as she should be trained to 
intelligently receive and carry out the orders of 
the nurse. Often a nurse requires another pair 
of hands or feet rather than another nurse. 


Training Subsidiary Workers 


To guard against one of the dangers of training 
a group of subsidiary workers, the duties must be 
most carefully outlined and defined, and the super- 
vision of a high type. In some hospitals where 
subsidiary workers are used, each group when 
accepted receives class-room instruction from the 
instructor in nursing arts, and a typed list of her 
respective duties. Copies are placed in each hall, 
with other work schedules. Supervisors and head 
nurses and staff nurses are taught in conferences 
that the subsidiary worker is to be an assistant 
only, and is to relieve the nurse for nursing and 
not at any time is she to be given nursing duties. 


Some of us are finding the process of transi- 
tion not a simple one. Too many of our graduate 
nurses remember the days when the hospital was 
over-staffed with students who had other than 
nursing duties required of them, and find it ex- 
ceedingly difficult to overcome the habits formed 
during that period. We still find nurses acting 
as messengers or “pinch hitting” for the janitor. 


The question arises: “‘What shall these workers 
be called?” Various terms are in use: Nurse 


aides, attendants, ward helpers, ward maids, ward 
clerks, and junior nurse aides are a few noted. If 
the term nurse is used, will we not confuse the 
laity, and is there not a possibility we may be re- 
sponsible for training a group who will be of the 
same grade as the graduate of a correspondence 
school? The title of ward helper or ward attend- 
ant may be employed, and any form without the 
word nurse is desirable. 


Selecting Subsidiary Workers 


In most hospitals these young women are care- 
fully selected because of their educational and so- 
cial background. They must be adaptable and able 
to adjust themselves to a new environment. 


As the pendulum is swinging back for a higher 
entrance age to schools of nursing, as of twenty- 
five or thirty years ago, we may find in this group 
of subsidiary workers prospective students of 
nursing, and that this training and service will 
be a “proving field” before their entrance. 


On the other hand, it has been suggested that ~ 
we may be training a group who will leave the 
hospitals and make an effort to supplant the grad- 
uate nurse. I believe this may be avoided if all 
nursing outside the hospital walls is controlled by 
a central or community nursing bureau. 


In our zeal for efficiency in the hospital, we 
must be ever mindful of the most important per- 
son, regardless of the size or type of hospital— 
the patient. His welfare supersedes all others. 
Let us not forget we are responsible for people, 
rather than machines, and the “assembly line” 


‘ commonly used in the industries has no place in a 


hospital. 


Perhaps the words that Fleidner wrote so many 
years ago might not come amiss at this time: 
“The soul of service must never be sacrificed to 
technic.” 





Southeastern Hospital Conference Announces the Time and 
Place for Its 1939 Meeting 


Fred M. Walker, President of the Southeastern 
Hospital Conference, announces that the Confer- 
ence, consisting of the hospital associations of 
Florida, Georgia, Alabama, Mississippi, and Lou- 
isiana, will hold its 1939 meeting at the Roosevelt 
Hotel, Jacksonville, Florida, April 13-15. Im- 
pressive programs and an extensive exhibit of 
hospital supplies and equipment are contemplated. 
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The Southeastern Hospital Conference is one 
of the newer regional conferences. At the meet- 
ing held in Birmingham this year, there was a 
large attendance, and one of the most enthusiastic 
groups of hospital people that has been brought 
together. The 1939 meeting promises an even 
greater success from the standpoint of both inter- 
est and attendance. 
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Admitting Procedure in a Women's Hospital 


MERRELL L. STOUT, M.D. 


tion which seems to be peculiar to a women’s 

hospital of 100-150 beds in an urban com- 
munity as compared with conditions prevailing 
in the very small (25-75 beds) or the larger. (200 
beds and over) general hospital. 


Tics article will attempt to describe a condi- 


There arises, of course, first the question of the 
justification of the existence of a relatively small 
hospital for women only, in a large city, par- 
ticularly a city which has two or more large hos- 
pitals strategically located. The answer to this 
question lies, we believe, in the fact that experi- 
ence has shown there are an appreciable number 
of women patients who have definite objections to 
entering a large hospital in time of illness and 
are anxious to have and willing to pay, as best 
they can, for care in an institution which, by vir- 
tue of its size, is in more of a position to create a 
quiet and homelike atmosphere than is possible 
in a larger building. 


It may be mentioned in passing, of course, that 
the existence of any hospital, regardless of size, 
can only be justified when it has a professional 
staff of the highest calibre available in the com- 
munity as well as modern and complete technical 
facilities. 


Admitting Procedure 


In considering the admitting procedure in 
our 130-bed women’s hospital, we must first 
keep in mind that one of the main reasons our 
patients are coming to us is in anticipation of a 
friendly and homelike atmosphere which they 
hope will surround them. With this thought be- 
fore us we attempt wherever possible to greet our 
patient by name as soon as she arrives in the main 
lobby. This duty devolves upon our hostess, who 
is supplied by the admitting officer with a list of 
the expected admissions for the day and in so far 
as the admitting officer can inform her is told of 
the approximate time of the arrival of each pa- 
tient at the hospital. Such a hostess should be, if 
possible, an individual who knows at least by sight 
a goodly number of people in the community. This 
acquaintance will be of great assistance to her in 
her effort to make the prospective patient feel at 
home. 


Our admitting officer as a rule has little if any 
contact with the patient at the time of her actual 
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admission. The majority of reservations are 
made over the telephone and the financial arrange- 
ments as a rule are made through the staff doc- 
tors’ offices. Every effort is made to have these 
matters settled before the patient comes to the 
door so that when the patient does arrive she may 
be greeted promptly and in a friendly manner by 
the hostess who immediately calls the nurse on 
the floor to which she is to be sent. The floor 
nurse then comes down to the main lobby, meets 
the patient and escorts her to her room. 


After the patient is comfortably settled in the 
room an admission slip containing the necessary 
statistical data is filled out by the nurse. This slip 
contains on its back a statement of assumption 
of responsibility for charges as previously ar- 
ranged with the admitting office. This is signed by 
the patient and sent to the bookkeeping office. 
This slip when it is received by the bookkeeper 
acts as her notice to obtain the necessary financial 
information from the admitting office. 


Obstetrical admissions are handled in the same 
way, reservations in the vast majority of cases 
being made far in advance. 


Our admitting officer is only on duty during the 
regular business hours, from 9 to 5 each day. At 
other times her work is handled by the supervis- 
ing nurse on duty in the training school office. 
Likewise the duties of our hostess who is here only 
during the business hours of the day are taken 
over at other hours of the day and night by the 
telephone operator. 


Patients admitted late at night, the vast ma- 
jority of whom are obstetrical cases, are greeted 
by the night supervisor, who is called to the main 
entrance, meets them, and escorts them to their 
rooms. 


Emergency Admissions ° 


In cases of emergency admissions, relatives are 
sent to the admitting officer and financial arrange- 
ments made with them as soon as possible after 
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admission of patient. In each case every effort is 
made to avoid financial discussion with the patient 
at the time of admission. We realize, of course, 
that the room rate and charges must be con- 
firmed to prevent argument and conflict over 
the bill when presented. This confirmation is 
again made by the supervising nurse on her 
rounds, who, after inquiring for the patient’s com- 
fort, asks if the financial arrangements are satis- 
factory and clearly understood. Our problem, of 
course, is greatly simplified because of the fact 
that the vast majority of our patients are mar- 
ried women, whose husbands, assuming the re- 
sponsibility for their bills, are more than anxious 
to have these matters straightened out before the 
actual admission of the patient. 

We realize that it is somewhat unusual to at- 


Association of Western Hospitals to Hold 
Their 1939 Meeting in Seattle, Wash., 
Week Commencing May 22 


The Executive Committee of the Association of 
Western Hospitals announces that the city of 
Seattle, Washington, has been selected for con- 
ducting the thirteenth annual convention and dis- 
play of exhibits of the Association during the 
week (tentative) commencing May 22, 1939. 


The 1939 convention in Seattle will afford a 
pleasing and exciting change of scene for our dele- 
gates accustomed to meeting in the south. The 
convention. in the Northwest will bring together 
a large number of hospital executives who have 
not found it convenient to attend recent conven- 
tions. The exhibitors, in particular, will find the 
1939 meeting the entry to a valued territory for 
their display. Unparallelled vacation delights for 
the free hours and the distinctive scenic features 
will be pleasing relaxation opportunity for all. 


The Olympic Hotel, Seattle, Washington, has 
been designed as the convention headquarters. 
The hotel is ideally located for convention activi- 
ties in the center of the metropolitan shopping 
district. Ample room for exhibit space, assem- 
blies, and sectional meetings is conveniently 
adjacent within the Olympic Hotel appointments. 


. 

The city of Seattle and the hospitals of the 
Northwest extend to hospital supply associates 
and western hospital administrators a most 
cordial invitation to meet in convention, between 
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tempt to avoid financial discussion at the time of 
admission, but we have found that avoidance of 
this subject at that time makes for a much more 
friendly reception of the patient. It may be 
argued, of course, that misunderstandings would 
develop as a result of this policy and that our 
number of bad accounts would be large. Expe- 
rience however does not bear this out, and our sys- 
tem has the added advantage of informing very 
few people in the institution of what individual 
patients are paying, thus assisting the nurses in 
giving their best efforts to each patient under 
their care since they do not have insidious and 
subconsciously dangerous knowledge of the fact 
that Mrs. Jones is paying $8 for her room and 
Mrs. Smith is a free patient receiving the benefits 
of one or another endowment fund. 


lofty mountains and the deep blue sea, in Seattle, 
state of Washington, in 1939. 


—<>—___ 


The Hospital Association of New York 
State Announces the Time and Place 
for the 1939 Convention 


Carl P. Wright, executive secretary of the Hos- 
pital Association of New York State, announces 
that the Association will hold its annual conven- 
tion and exposition at the Hotel Pennsylvania, 
New York City, May 17, 18 and 19, 1939. 


In announcing the selection of these dates this 
early, Mr. Wright advises, it is in the hope that 
this information will come to the attention of the 
hospital associations in other states and that the 
schedule of state meetings for 1939 can be ar- 
ranged so as to avoid conflict of meeting dates. 
Mr. Wright conveys a very cordial invitation to 
hospital people both within and out of New York 
state to attend the 1939 gathering. 


The executive secretary of the American Hos- 
pital Association would appreciate receiving in- 
formation regarding the time and place of the 
state and regional association conventions for 
1939 from the secretaries for the respective state 
and regional associations as soon as convenient. 


By avoiding conflicts in dates, the various state 
and regional associations may be enabled to secure 
a larger attendance and the participation of na- 
tional association officers and others of prom- 
inence in the hospital field in the programs of 
their conventions. 
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Responsibility of the Hospital to the Unmarried 
Mother and Her Child 






MARIAN E. RUSSELL 


long constituted a problem of serious and 

mutual concern to hospital administrators, 
physicians, and social workers. Unmarried 
motherhood, in its broad aspect, is a large social 
question, too complex to be handled effectively 
by any one group working independently. The 
problem needs to be met by physicians, social 
workers, and administrators working closely and 
understandingly together. 


Tin unmarried mother and her child have 


The Unmarried Mother—the Attitudes of Society 


The attitudes of society have long set apart the 
unmarried mother because of the censure of the 
community. This age-long attitude has very defi- 
nitely affected the methods of approach to the 
problem. Those institutions and agencies which 
were first organized to render service to the un- 
married mother were influenced and motivated by 
two distinct policies: the first, one of moral re- 
habilitation, and the second, one of protection of 
women who sought to conceal their maternity. 
Emotional rather than rational attitudes too often 
prevailed and a strange and hurried protective 
attitude which assumed secrecy to be the one kind 
thing developed and became the most important 
element in treatment. In practice this belief has 
been that this infinitely complicated situation is 
so shameful or will be so cruelly punished by the 
community that no considerations of health of the 
child, rights of the mother or her parents, or of 
the child’s father have any weight in the case. 
The organization of maternity hospitals and ma- 
ternity divisions in general hospitals was an ad- 
ditional contribution to the welfare of unmarried 
mothers and their infants, but the broader social 
aspects of the problem were not so clearly recog- 
nized. As recently as 1934, Dr. Ruth Reed! in a 
study of the illegitimate family in New York City 
reported “A preoccupation with secrecy as the 
most important element in the situation” to be 
“widely prevalent among all the hospital and 
health agencies visited.” It is an indictment that 
in a field in which such strides have been accom- 
plished in medical and surgical techniques there 
should have been no greater progress from the 
social standpoint. 


Change in the Community’s Attitude 


The attitude of the community toward illegiti- 
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macy has been modified in recent years and the 
primary motive is now the protection of the child 
and the development and social adjustment of the 
mother. This purpose is shown in the efforts of 
institutions and agencies to assist the mother to 
adjust herself in the community, which assumes 
also that the child’s relatives have a responsibility 
for his welfare. The change in emphasis may be 
ascribed to several causes: 


1 A realization of the higher rate of infant 
mortality among illegitimate children. 


2 The publication of facts regarding certain 
types of commercial agencies which aroused 
public opinion as to the responsibility for 
safeguarding the unmarried mother. 


3 Demonstration in certain areas that by so- 
cial case work through individualized treat- 
ment satisfactory results can be attained in 
the placing of responsibility for the child’s 
care and in the rehabilitation of the mother. 


Problem of Adoption 


To day, we still have hospitals with maternity 
wards where no case work is done and no oppor- 
tunity through referral to other agencies is given 
to the unmarried mother to work out a plan for 
herself and her child. Institutions still exist 
which are chiefly concerned with protecting the 
mother’s privacy and mothers are too often per- 
suaded to release their infants permanently at a 
very early age. One hideous crime is still occur- 
ring; that is, promising the mother in the stress 
of her trial and fear before confinement that the 
infant will be placed immediately after its birth. 
Too often the hospital administrator is unduly 
concerned with plans for adoption of the infant 
yet unborn or only a few hours old. The unmar- 
ried mother in a hospital maternity ward is in no 
fit condition, physically or emotionally, to decide 
the future of herself and her child, and she some- 
times gives up the child to her later regret. Often 
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well meaning but misguided individuals urge her 


to give up the child because of community crit- - 


icism, only to find the sacrifice has been useless 
and instead she has lost what might have been a 
real incentive in living. The hospital needs to 
offer the mother a feeling of security and to re- 
lieve her from pressure which might result in a 
premature decision regarding the placement of 
the child. A girl, faced with unmarried mother- 
hood, must somehow meet her problem as it in- 
volves herself in the eyes of the community. She 
has to make a decision concerning her attitude 
toward her future and that of the baby. If she 
signs surrender papers before she leaves the hos- 
pital it means that in a weakened condition, be- 
wildered and fearful of disgrace, she is making a 
permanent decision of great importance. The un- 
fairness to mother and child and the unsoundness 
of allowing a girl to come to such an important 
decision before she has returned to normal health 
seem obvious. During this period she is going 
from the familiar to the unfamiliar, she is sick 
and incompetent and because of her helplessness 
she is less able to undertake self-direction. 


There can be no general or fixed rule regarding 
the question of adoption of the child. The safer 
practice might be to advise the mother to defer 
making a definite decision until after the child’s 
birth. This would assume either a case work pro- 
gram in the hospital or administrators who know 
the resources of the community. If it is necessary 
to discuss the subject of the child’s future before 
confinement, in order to clarify the situation for 
the mother and her family, this should be the re- 
sponsibility of the trained social worker. Chil- 
dren placed for adoption are subject to exploita- 
tion and the need for proper case work is para- 
mount. It is an accepted philosophy that no child 
should be separated from his own family needless- 
ly, and that his rights to a suitable and proper 
home should be protected. No matter how great 
the social pressure, no adoption should be ar- 
ranged unless medical, mental, and social findings 
indicate that this action will best serve the inter- 
ests of the child, the natural parents, and the 
foster-parents. Adoptive parents also have cer- 
tain rights—they deserve knowledge of the child’s 
background, both hereditary and physical. 


Hospitals sometimes fail to recognize the sig- 
nificance of the foregoing principles and allow or 
even urge girls to place their children immediately 
upon birth or as soon as the nursing period is 
over. Meanwhile the tragic consequences of un- 
suitable adoptions, as evidenced in the records of 
courts, child caring agencies, and medical social 
service departments, emphasize the need for 
improvement in the method of child care. Dr. 
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Arnold Gesell has wisely stated that “the com- 
bined critical judgment of the social investiga- 
tor, the court, the physician, and the mental 
examiner should enter into the regulation of 
adoption,’” and “in the interests of parents and 
child alike, purely impulsive adoption should be 
discouraged and the whole procedure should be 
surrounded with clinical and supervisory safe- 
guards.”* The failure to comprehend the im- 
portance of the above plan lies in the lack of com- 
prehension of the fact that adoption is a com- 
plicated child welfare problem. We need to 
recognize that behind each adoption petition is a 
social problem. 


Influence of the Physician 


The physician wields a great influence in this 
matter of adoption. He is introduced to this prob- 
lem whether he wishes it or not by the patient 
who is pregnant and unmarried and trying to keep 
her condition a secret; or by others who wish to 
give away a child and also by those who wish to 
find a child for adoption. Too frequently he is ap- 
proached by those people who insist on having 
only the newborn babe for adoption. In asking a 
physician to place or secure a child for adoption 
one is asking him to perform a specialized service 
for which he has not received specialized train- 
ing. His training has been in another field. We 
know that a physician and a social worker can 
work together effectively in the care of the un- 
married mother. 


It is not my intention to imply that hospitals 
have failed in their responsibility in the care for 
the unmarried mother. I would say rather that 
they should be making a greater social contribu- 
tion. We should regard each unmarried mother 
as an integral part of a great social problem. We 
should have a more scientific and less sentimental 
approach to the entire situation. 


Meeting the Adoption Problem Effectively 


It has been pointed-eut that in order to meet 
the problem of adoption effectively the case work 
method must be used. Social case work with the 
unmarried mother is an enabling process for de- 
veloping and engendering self-respect and a sense 
of responsibility in the mother, for seeing her 
through to a point where she is able to proceed 
alone with safety to herself, the baby, and the 
community; or, when incapable of managing her 
life, to the point of securing adequate protection 
and supervision. To date’ too many agencies and 
individuals have been dealing piecemeal with a 
type of situation in which both specialized knowl- 
edge and integrated service are highly important. 
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The task of providing mother and child with 
proper medical, social, and legal treatment con- 
stitutes a problem the solution of which demands 
the understanding and cooperation of public and 
private agencies in communities. The case work 
method, as applied to this phase of the problem, 
does not change the situation but it helps the in- 
dividual to change her own situation. We need 
to give the patient enough security to enable her 
to reveal herself and thus develop her own poten- 
tialities. We must at the same time guard against 
the social worker assuming too much control of 
the situation. It is important to realize that the 
mother is undergoing a major emotional expe- 
rience with trauma, and to proceed at the tempo 
of the patient, not bringing about action or re- 
sponses more rapidly than she is able to accept 
them. The significant element is the social work- 
er’s ability to realize the need for giving the 
patient reassurance—the methods of giving this 
may differ and justly are related to the individual 
needs of the case. These points in the philosophy 
of the care of the unmarried mother and her child 
are important although it is not assumed that the 
medical social worker is expected to undertake 
complete responsibility in dealing with the 
problem. 


Values of Medical Social Service 


The development of medical social service in 
hospitals has tended to crystallize the interest of 
the hospital group in illegitimacy. Medical social 
workers have appreciated the hospital’s oppor- 
tunity to secure the confidence of the unmarried 
mother at a crisis in her life and have realized 
the responsibility which hospitals had for pro- 
viding adequate social as well as medical care for 
these patients. In the social rehabilitation of the 
unmarried mother, the contact made in the hos- 
pital is a significant factor. On the medical side, 
a critical situation is met on a common human 
ground. In her consultative relation to medicine 
and as an associate of the physician, the medical 
worker’s position is an accepted one and in the 
majority of cases her approach to the patient is 
an easy and direct one. The medical social service 
department, because it has so rare an opportunity 
in its contact with the unmarried mother at a 
crucial moment in her life, is an agency of major 
importance in relation to the illegitimacy problem. 


Medical social workers in hospitals have, how- 
ever, found wide difference of opinion among ad- 
ministrators as to the function of the hospital in 
the field of illegitimacy. The development of 
medical social service has been a factor in extend- 
ing services given by hospitals, but it is to be 
deplored that it has not been more effective in 
establishing standards of treatment for unmar- 
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ried mothers or in more fully arousing community 
consciousness. 


The question as to the exact function of the 
medical social service department in the treat- 
ment of the illegitimate child has been much dis- 
cussed. In 1921 Gertrude Farmer‘ of the Boston 
City’ Hospital stated that in her opinion this 
function was the same as with any other group 
of patients and she defined it as follows: “To as- 
sist in the after care of ward and out-patients 
through the medium of social case work, so as to 
render their hospital care more effective and to 
restore them to health and to social and economic 
efficiency.” In the unmarried mother leaving the 
hospital, Miss Farmer saw a convalescent adult, 
physically weak and socially maladjusted. Fol- 
lowing this line of thought it may be interpreted 
that medical social service departments should be 
equipped to do generic case work with individuals 
who have health problems, giving supervision as 
long as it is needed regardless of termination of 
medical care, and bringing into full play the re- 
sources of the patient and of the community. If 
this were done, there would be no need to make 
an exception in the case of the supervision of the 
unmarried mother. 


An opinion exactly opposite is held by many, 
however, that is that the medical social service 
department in a hospital is a specialized agency 
for case work adjustments only so far as health is 
concerned, long-time supervision not being feasi- 
ble if continued after the termination of medical 
care. This applies particularly to the unmarried 
mother and her child. This principle should not 
be interpreted as meaning that the medical social 
worker sees her special skills in case work as the 
frosting on the cake. Rather it is a matter of 
fitting the program of the agency to its structure 
according to its function which is the handling of 
specialized medical needs and services. 


The focus in the medical social field is on health 
problems and the area is determined by the med- 
ical situation which is always the presenting need. 
A multiplicity of roles is assumed by the worker 
in relation to the patient, the physician, the pa- 
tient-group and the community but her initial 
interest is in the patient who remains the major 
focus. The concept of generic case work is as 
fundamental in the medical social field as in any 
field but it is related to specialized skills. The 
principle of generic case work applies to the 
unmarried mother as in the ordinary family situa- 
tion—there is the same need for intensive social 
study, careful diagnosis, understanding and social 
planning. There are, however, complicating fac- 
tors which make the problem different and re- 
quire certain special methods. 
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Since we recognize the fact that there are cer- 


tain specialized fields in social case work de- . 


pendent upon presenting needs, specialized tech- 
niques, structures of agencies, and defined areas, 
my own feeling is that as a matter of general 
principle medical social service departments 
should not extend their service programs into the 
area of care for the unmarried mother and her 
child. From a practical standpoint we know 
departments are understaffed and already spread- 
ing themselves too thinly and that unless staffs 
were considerably increased it would be quite im- 
possible for most social service departments in 
hospitals to assume responsibility for carrying 
treatment for such cases far enough and for a 
sufficiently long time to insure proper readjust- 
ment or protection for the individual. This raises 
the question of whether the hospital is prepared 
to finance a program that extends into the com- 
munity when no medical problem is involved. 
Another element which needs also to be considered 
is the fact that so frequently special resources are 
required—relief may be a necessary tool in case 
treatment; various kinds of boarding home care 
may be needed for the continuing service to the 
mother and the child when the convalescent period 
is ended, either a home where the mother and 
child may remain together or a home where the 
child may board separately. As a matter of prin- 
ciple child-placing as a function of the medical 
social service department is as unacceptable as 
are placements for adoption made by the hospital. 


Responsibility of the Medical Social Worker 


Medical social workers in hospitals, however, 
have a very real responsibility in relation to this 
complex social problem and they should expect 
to contribute something to the program in terms 
of education, planning and active participation 
in individual cases. In the first place, they have 
knowledge of and are constantly faced with the 
problems which the unmarried mother presents, 
problems which too often go unsolved due to the 
lack of adequate community understanding and 
tacilities. The alert medical social worker will 
see to it that the lack of adequate community re- 
sources is brought to the attention of the proper 
groups, whether it be the Council of Social 
Agencies or special committees. Secondly, they are 
in a position to see some of the dismal failures 
which have resulted from poor social supervision 
or no supervision at all, and the tragedies which 
have resulted from unsatisfactory child place- 
ment. This is particularly true of workers in 
babies’ and children’s hospitals. 


The medical social worker on the maternity 
service should actively cooperate in the case work 
program of the community in relation to the 
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individual case. She does, as a matter of fact, 
occupy a strategic position; she has a natural 
approach to the unmarried mother by virtue of 
her relationship to the physician and the hospital. 
In the medical social field there has developed an 
increasing realization of the significance of the 
needs of the unmarried mother and her child. 
Out of this has come a greater comprehension of 
the significance to the individual child of birth 
out of wedlock and its meaning in terms of hazard 
to life and health, parental care, environmental 
difficulties, and the psychological factors of later 
life. Fuller recognition is now given to the emo- 
tional factors in the situation and to the social 
and legal difficulties which the mother has to sur- 
mount, and to the fact that she should be given 
ample time in which to make her decision about 
her future and that of her child. There is an 
appreciation of the need to individualize each 
problem and to make a non-judgmental and un- 
sentimental yet sympathetic approach to a girl 
in these circumstances who is often seeking both 
security and escape. 


An Adequate Program for Meeting the 
Mother’s Problem 


There is the realization that an adequate pro- 
gram for meeting the mother’s problems may 
need to include convalescent care, placement fa- 
cilities, financial and legal assistance, educational 
and vocational guidance, and recreational oppor- 
tunities. These points, I believe, indicate a real 
advance in our understanding of the problem in 
the medical social field. We know that in the 
past too frequently the social plans offered in 
maternity wards have included only the securing 
of a layette, the obtaining of information for a 
psychiatric examination followed by a referral for 
custodial commitment or sterilization if recom- 
mended, and perhaps the securing of an order for 
support of the child through the establishment of 
paternity. We know too that even today there are 
hospitals which offer no extension of social serv- 
ices for this group of patients. 


In those medical social service departments 
which are functioning on a case work basis, the 
policy with regard to unmarried mothers referred 
to the hospital by outside case work agencies 
should be to act in a steering or consulting ca- 
pacity. Generally speaking the medical agency 
should refer new cases without delay to the case 
work agency outside the hospital which offers 
this special service for unmarried mothers and 
which can accept the responsibility for long time 
care. Referrals should be made carefully and on 
the basis of appropriate agency function. It 
should be pointed out here that when community 
facilities are inadequate the time and type of the 


HOSPITALS 





referral may often depend upon the status of the 
intake departments of the various agencies and 
the referral may, in the end, be the result of 
shopping around to see which agency will accept 
the case. 


In such instances during the process of inter- 
agency discussion the mother may become resis- 
tive and finally make her own plan which may be 
very unsatisfactory, but feeling that the medical 
social worker has failed to meet her need, she has 
lost confidence. Delayed referral, of course, may 
also create a serious situation in cases admitted 
as emergencies to the hospital or of non-residents 
seeking a “refuge” and hoping to come into the 
hospital and leave again without anyone learning 
who they are or from whence they come. In a 
large metropolitan area we find girls seeking care 
late in the stage of pregnancy, going to a large 
city hospital where they may veil their identity 
and arriving perhaps in labor. The medical work- 
er is then faced with the problem of utilizing 
quickly all possible resources to the best advan- 
tage, owing to the fact that she has only about 
two weeks in which to work out a plan of treat- 
ment for the patient. If the city has one central 
agency, either in the family or child welfare field, 
which accepts all unmarried mothers when and 
as they are referred the problem is greatly simpli- 
fied. When a referral is made by the medical 
worker she should have assumed the responsibil- 
ity for interpreting to the mother the function of 
the other agency and the type of service offered, 
without, of course, having made any promises as 
to what the other agency will do. It is important 
also that following the referral, there should be 
close cooperation between the agency worker and 
the medical social worker as long as the hospital 
is actively interested in the case. 


Case Work Methods in Dealing with Illegitimacy 


There are, probably, certain situations in which 
the medical social worker might be expected to 
accept the major case work responsibility and 
these, of course, are exceptions to the general 
principle already stated. Assumption of this re- 


sponsibility would depend upon the intensity of 
the medical program and the previous contacts 
of the medical social worker. In cases in which 
there are serious medical social problems previ- 
ously known to the medical worker, who has a 
strong contact with the family because of her 
relationship with the hospital, she may have their 
full confidence and understanding in which event 
a transfer to another agency might not be indi- 
cated since the significant factor is the need for 
assuring uninterrupted treatment. Other such 
situations might include: first, the case in which 
the mother has a venereal disease and is under 
care at the hospital; second, the case where ar- 
rangements can be made for the mother and 
infant in the parental home or with relatives; 
third, the case in which the infant is born dead 
or expires shortly after birth. It is recognized 
that in any of these situations circumstances and 
factors might exist in the individual case which 
would alter the situation and indicate the need 
for transfer to an outside agency. 


There would seem to be no sound or intelligent 
argument against the need of the case work 
method in dealing with illegitimacy. Lawrence 
Cole of Cleveland made the following statement 
at the Ohio Welfare Conference in 1925 and it is 
as pertinent today in many communities as it 
was then. He said,° “We must do case work with 
our girls and our communities in order to face 
the real factors involved in this problem, to be 
done through a more intensive kind of community 
education and with an _ unprejudiced, open- 
minded, sympathetic and understanding com- 
prehension.” 


References 

1 Dr. Ruth Reed, “The Illegitimate Family in New York 
City: Its Treatment by Social and Health Agencies.” 
Columbia University Press, New York, 1934. 

2 Arnold Gesell, M.D.: “Psychoclinical Guidance in Child 
Adoption,” published by U. S. Children’s Bureau, page’ 
12, 1926. 

3 Ibid, 1926, page 1. 

4 Gertrude Farmer: “Inter-City Conference on Illegit- 
imacy, Philadelphia, April, 1921. 

5 Cole, L. C.: “The Need of the Case Work Method in 
Dealing with Illegitimacy.” Read before Ohio Welfare 
Conference, October, 1925. 





<i 
——— 


Seventeenth Annual Meeting of New England Hospital Association 


Dr. A. G. Englebach, secretary of the New Eng- 
land Hospital Association, advises that this asso- 
ciation will hold its seventeenth annual meeting 
at the Hotel Statler in Boston, March 9, 10 and 11, 
1939. 


The attendance at the New England Hospital 
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Association meeting is increasing each year. The 
program committee arranged one of the most in- 
structive programs of any of the group associa- 
tions and attracted a large attendance of hospital 
people not only from New England but adjoining 
states as well. 








Growth of Institutional Membership 


ITH this issue of HOSPITALS we pub- 
W ix the list of 97 institutions which 

have become members of the American 
Hospital Association since May of this year, 
bringing the total of new institutional mem- 
bers to 141 since January first, and 186 since the 
Atlantic City Convention. At the present rate of 
increase the number of new institutional mem- 
bers for 1938 will exceed 200, and will show the 
second largest increase for any one year in the 
history of the Association. 


The personal membership is keeping pace with 
the increase in institutional membership. 


New Institutional Members 


Alabama 
errr ee reer ye Roanoke 
Wetumpka General Hospital......... Wetumpka 

California 
ee lg i555 6k 5 ws cove dee cs ERATE Chico 
oe | rrr Albany 


Paradise Valley Sanitarium and Hospital..... 
Kis «OME wk Wi eiedebokae earner National City 


gg | Ee tn Oakland 
St. Bernardine’s Hospital....... San Bernardino 
San Luis Sanitarium........... San Luis Obispo 
Santa Teresita Sanatorium............. Duarte 
Suburban Hospital................. South Gate 
WRONG MONTINI i no cova ceeceeeseetaend Weed 
Colorado 
Mt. San Rafael Hospital.............. Trinidad 
Delaware 
Brandywine Sanatorium........... Marshallton 
Gross Private Hospital............ Wilmington 
Milford Memorial Hospital............. Milford 
Florida 
Escambia County Tuberculosis Sanatorium.... 
Wient'n$ (4 eda eaten eead Bete Pensacola 
Miami-Battle Creek Sanitarium. .Miami Springs 
Theresa Holland Hospital............. Leesburg 
Georgia 
City-County Hospital............... La Grange 
Drs. Colvin-Ritch Hospital............... Jesup 
TINE. ess ce enseweed Swainsboro 
Hall County Memorial Hospital...... Gainesville 
Illinois 
Alton Memorial Hospital................. Alton 
Ee ere Chicago 
Central Illinois Hospital Service Association. . 
vitwk sw eeeekeee ee scoala Peoria 


Decatur Hospital Service Corporation. ..Decatur 


Group Hospital Service of Illinois......... Alton 
I ok Ses ah a eevee eee Sterling 
Ot. Prats THORNE... cn 5 ws ba kde vhvews Freeport 
Shelby County Memorial Hospital... .Shelbyville 
Indiana , 
errr sere Valparaiso 
IS ve ona de vcaleben ea ews Rushville 
Daviess County Hospital........... Washington 
Huntington County Hospital........ Huntington 
Jay Commer Tene... 0 ce ees ewecs Portland 
Woodlawn Hospital... .. 0... ccc eves Rochester 
Iowa 
Pe TA, 5 oe ck eve eck ewes Hamburg 
EN ook 's sa en erg wie eee oe Lees Hull 
pe) ea McGregor 
re Cedar Rapids 
Sacred Heart Hospital..........6s0e0 Le Mars 
Sartori Memorial Hospital.......... Cedar Falls 
Kansas 
Dompions Soenltel... isn cscscciees Kansas City 
a eee ee ee Marysville 
Kentucky 
Owensboro City Hospital............ Owensboro 
Louisiana 
Lafayette Charity Hospital........... Lafayette 
State Colony and Training School... .Alexandria 
Maryland | 
Maryland Tuberculosis Sanatorium.......... 
aie a are ace a oe a ee State Sanatorium 
Michigan 
Community Hospital............e0- Big Rapids 
Mississippi 
Greenwood-Leflore Hospital.......... Greenwood 
Missouri 
Children’s Mercy Hospital.......... Kansas City 
ge Sr prey reer ert Rolla 
Nebraska 
St. Catherine's Hospital... .....sceccscess Omaha 
St. Elizabeth’s Hospital................ Lincoln 
ge ee ee eer Tree Minden 
West Nebraska Methodist Episcopal Hospital. . 
CORP ee a... pcottsbluff 
New Jersey 


Hasbrouck Heights Hospital. .Hasbrouck Heights 


New Mexico 
State Tuberculosis Sanatorium......... Socorro 
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New York 


Conklin Ganiteriam.... .. i. 660 e6 0 500. Ithaca 
Hospital Service Corporation of Jefferson 
SN es Saco pea a nd buy be wreed Watertown 
Physicians Hospital ........... Jackson Heights 
North Carolina 
Aston Park Hospital. .... 0... ccceecs Asheville 
Binekewelder Hospital. ..........cccecces Lenoir 
Johnston County Hospital............ Smithfield 
' McPherson Hospital .................. Durham 
Thompson Memorial Hospital....... Lumberton 
Oklahoma 
Evergreen Sanitarium................ *.. Durant 
The General Hospital..................Hobart 
Lindsey-Johnson-Shirley Hospital...Pauls Valley 
OE SES fase kAS vas os One mee eees Picher 
Se I i o:d'ecks diye neds cvcne aan Ryan 
Valley View Hospital............. hog agian Ada 
TE ES 90 9's NG os Keene s vee Ras Vinita 
Pennsylvania 
Capital Hospital Service, Inc........ Harrisburg 
Charleroi-Monessen Hospital.......... Charleroi 
Eim Terrace Heapital....... ......0<.. Lansdale 


Puerto Rico 
University Hospital and School of Tropical 


NRE sdk po Us bie eee aeeeen San Juan. 
South Carolina 

I Bs 5:8 ARERR Sew ides Hartsville 

I ID 66 h-0a ds dxkeedeee daweds Mullins 


Texas 

Beverly Hills Sanitarium............... Dallas 
Bryant Clinic and Sanitarium............. Tyler 
Crockett Clinic and Jim Smith Memorial 

DE Sok soss cok Lae beeen Crockett 
Henderson Hospital................ Henderson 
Hotel Dieu, Sisters’ Hospital........... El Paso 
Markham-McRee Memorial Hospital... Longview 
PCV INN a 8 ak wikis WEN eee ces Waco 
Torbett Clinic and Hospital.............. Marlin 
ae Bi. . rr re a Paris 
A | a eee Dallas 


Woodmen of the World Memorial Hospital 
anes ea eea cee wees Oke ae San Antonio 


Utah 
Bingham Canyon Hospital..... Bingham Canyon 
West Virginia 
Huntington Orthopedic Hospital..... Huntington 
Lakin Bhate TGeRGh: oo 6 6s 0 85 eee Lakin 
Wisconsin 
Berlin Memorial Hospital............... Berlin 
Canada 


Grande Prairie Municipal Hospital......... 
oe nen Wesbie o aa ae ee Grand Prairie, Alta. 


Kelowna Hospital Society........ Kelowna, B. C. 
Women’s Hospital Aids Association, Province 
at GN. i's Wihnnca Sa cess Burlington, Ont. 


New Personal Members 


Connecticut 
Wild, Anna, R.N., asst. supt., Stamford Hospital, 
Stamford 


Delaware 
Brown, Winona T., R.N., supt., Milford Memorial 
Hospital, Inc., Milford 


District of Columbia 
Johnson, Capt. Lucius W., M.D., U.S.N., Bureau 
of Medicine and Surgery, Navy Department, 
Washington 


Florida 
Haynes, Gertrude, supt., Hernando County Hospi- 
tal, Brooksville 
Mease, J. A., M.D., pres., Mease Hospital, Dunedin 
Therrell, J. H., supt., Florida State Hospital, 
Chattahoochee 


Georgia 
Scott, Margaret, supt., City-County Hospital, La 
Grange 
Smith, Harry W., bus. mgr., City Hospital, Co- 
lumbus 
Stewart, Anita L., R.N., supt., Hall County Me- 
morial Hospital, Gainesville 
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Stilwell, Lilly, supt., Athens General Hospital, 
Athens 

Wall, J. C., M.D., The Clinic, Eastman 

Kansas 

Lander, Rev. J. E., fin. secy., Wesley Hospital, 

Wichita 
Kentucky 

McGary, Alvin, asst. supt., Good Samaritan Hos- 

pital, Lexington 
Maryland 

Louis May, Sister, R.N., supt., St. Agnes Hos- 
pital, Baltimore 

Merryman, Marvin, admin. asst., Sheppard and 
Enoch Pratt Hospital, Towson 

Massachusetts 

Amesbury, Walter R., treas., Waltham Hospital, 
Waltham 

Benson, Arthur D., pres., St. Luke’s Hospital, 
Middleboro 

Boutin, Bernadette, asst. supt., Quincy City Hos- 
pital, Quincy 

Draper, Even S., pres., Milford Hospital, Milford 

Electa, Sister, R.N., supt., St. Margaret’s Hos- 
pital, Dorchester, Boston 

Haffenreffer, Theodore C., trustee, Faulkner Hos- 
pital, Jamaica Plain, Boston 
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MacGregor, John, trustee, Faulkner Hospital, 
maica Plain, Boston 
Murray, Beatrice V., R.N., supt., Mary Lane Hos- 
pital, Ware 
Nawn, Hugh, trustee, Faulkner Hospital, Ja- 
maica Plain, Boston 
Richardson, Frank L., pres., Newton Hospital, 
Newton Lower Falls 
Michigan 
Kniffen, Robert C., off. mgr., Blodgett Memorial 
Hospital, Grand Rapids 
Missouri 
Elmiger, Paul, asst. supt., St. Luke’s Hospital, 
St. Louis 
Gertrude, Sister Mary, R.N., supt., St. Joseph’s 
Hospital, Booneville 
McCarthy, Ray F., exec. dir., Group Hospital 
Service, Inc., St. Louis 
McFarland, A. Sidney, M.D., med. dir. and own- 
er, Rolla Hospital, Rolla 
Rooks, O. R., M.D., Wright Memorial Hospital, 
Trenton 
Nebraska 
Fulgentia, Sister M., R.N., supt. and superior, 
Creighton Memorial St. Joseph’s Hospital, 
Omaha 
Hess, H. E., D.D., supt., Nebraska Methodist 
Episcopal Hospital and Deaconess Home, 
Omaha 
Livina, Sister M., R.N., dir. sch. nrsg., Creighton 
Memorial St. Joseph’s Hospital, Omaha 
New Hampshire 
Baker, Benjamin W., M.D., med. dir., Laconia 
State School, Laconia 
Constance, Sister, supt., Infants Asylum, Man- 
chester 
McKay, Elizabeth M., R.N., act. supt., Elliot Hos- 
pital, Manchester 
Moore, Addie M., R.N., supt., Hillsborough Coun- 
ty General Hospital, Grasmere 





New York 


- Abbott, .D. N., comptroller, Cortland County 


Hospital, Cortland 

Frank, Maxwell S., M.D., res. hosp. admin., Hos- 
pital for Joint Diseases, New York 

Piazza, Ferdinand, M.D., med. dir. Out-patient 
Dept., Harlem Hospital, New York 

Ohio 

Browning, Robert H., M.D., supt. and med. dir., 

Sunny Acres Sanatorium, Warrensville 


Oregon 

Rosanna, Sister, R.N., supt., Sacred Heart Hos- 
pital, Medford 

Schuler, Martha, R.N., supt., Lebanon General 
Hospital, Lebanon 

Wallace, B. R., M.D., med. dir., Albany General 
Hospital, Albany 

Williams, Sylvia L., R.N., supt., Portland Open 
Air Sanatorium, Milwaukie 


Pennsylvania 
Francis, Susan C., supt., The Children’s Hospital, 
Philadelphia 
Rhode Island 
Babcock, D. S., trustee, Providence Lying-in Hos- 
pital, Providence 
Texas 
Hart, Col. W. Lee, commanding officer, Station 
Hospital, Fort Sam Houston 
Washington 
Olinger, M. T., M.D., asst. supt., King County 
Hospital System, Seattle 
Rita, Sister M., R.N., supt., St. Anthony’s Hos- 
pital, Wenatchee 
Romuald, Sister, supt., Providence Hospital, 
Everett 
Soper, Ethel V., R.N., supt., Ballard Accident and 
General Hospital, Seattle 
Wisconsin 
Yoerg, Sophie, supt., Milwaukee Children’s Hos- 
pital, Milwaukee 





John BH. Mauney Passes On 


John H. Mauney, superintendent of Fort San- 
ders Hospital, Knoxville, Tennessee, died June 18 
of a heart affliction which had bothered him for 
several years. 


John Mauney was one of the widest known and 
best loved hospital administrators in Tennessee. 
He helped to organize Fort Sanders Hospital, and 
has been its superintendent since it was built. 
For two years he was superintendent of the 
Knoxville General Hospital. 


He was a lover of children. He organized the 
Save the Children Fund for the sick mountain 
children. His hospital gave the site for the Knox- 
ville Crippled Children’s Home, and he person- 
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ally built the swimming pool for the use of the 
children. After his death it was found that for 
a long period he had supplied food for the under- 
nourished children of the Blue Grass School, a 
school for mountain children near his farm home. 


As a memorial to his work among them, the 
citizens of Knoxville are giving Fort Sanders 
Hospital a complete oxygen room, costing several 
thousand dollars. 


Mr. Mauney was a member of the Tennessee 
Hospital Association, and for more than twenty 
years a member of the American Hospital Asso- 
ciation. A few days before his death he had been 
elected to the House of Delegates. 
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Hospital Day Gathers Momentum 


ALBERT G. HAHN 


pital Day has been most successful through- 

out the United States and the Dominion of 
Canada is evidenced by the unusual reports which 
have been received. Never have the reports been 
more elaborate. And there are still many 
reports which have not been forwarded by the 
state chairmen for national competition. Due to 
the fact that so many hospitals are preparing 
such extensive reports, the deadline has been ex- 
tended to August 10. 


Reading National Hospital Day reports may be 
compared to reading short stories. They are so 
varied and intensely interesting. We would like 
to review the high points of all of them but that 


T via the 1938 observance of National Hos- 


would require as much space as this entire pub- ° 


lication. Therefore, we want to give just a few 
high lights here and invite you to visit the 
National Hospital Day booth at Dallas to see the 
quality and magnitude of some of the reports re- 
ceived. 


From newspaper clippings received, we are led 
to believe that without doubt there was more pub- 
licity than ever before. Canada had hundreds of 
inches of publicity—the Canadian press was very 
cooperative as is proven by the number of clip- 
pings sent in. The Winnipeg Free Press, Winni- 
peg, Manitoba, Canada, on May 11 published a 
special “Hospital Section.” Mt. Sinai Hospital, 
Milwaukee, Wisconsin, had a whole section of the 
Jewish newspaper, Wisconsin Jewish Chronicle, 
on May 6. And, clippings from other cities reveal 
an equal amount of publicity. 


Last year, St. Louis and Dallas observed Na- 
tional Hospital Day as cities. This year Chicago 
joined this group and observed National Hospital 
Day as a city. From May 7 to 12, they had five 
radio programs from two to fifteen minutes in 
length . . . All 400 of the double-decked motor 
coaches operated by the Chicago Motor Coach 
Company carried outside signs on National Hos- 
pital Day . . . And, a large bulletin board notice, 
3 ft. x 5 ft., was posted on the main lobby bulle- 
tin board of the Merchandise Mart, world’s larg- 
est office building, which has 26,000 employed 
persons and 10,000 daily visitors. 


Another City Hospital came forward and 
learned the benefits to be derived from widely 
observing the Day, namely, the City Hospital of 
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Cleveland, Ohio. James A. Hamilton, adminis- 
trator, writes, “Our greatest joy is that the com- 
munity supported the observance in an unusual 
manner, and we are personally convinced that it 
is feasible and helpful to observe National Hos- 
pital Day in a city as large as Cleveland.” 


Those who begin their plans early for the ob- 
servance of National Hospital Day find that they 
secure better cooperation from the various agen- 
cies contacted. Among the comments received 
on this, I wish to quote one from Sister Mary 
Reginald, DeSales College, Toledo, Ohio, who 
helped promote National Hospital Day in Ohio, 
“I found all persons and organizations ap- 
proached to be most cooperative and willing. 
However, from comments made it would seem it 
has not been customary to make much of the day. 
And I was too late in contacting them to develop 
a very good program this year. As evidence of 
the good will and disposition of the various or- 
ganizations, I might mention that the secretary 
of the Academy of Medicine said that if asked to 
do so in time next year they would arrange for 
a day’s clinic, and devote one issue of the Bulletin 
to the day. The newspapers also said that an- 
other year they would plan early for more con- 
spicuous placing of National Hospital Day news. 
However, all fulfilled requests.” 


In many states, more interest was shown than 
ever before. The state chairman of Nebraska, 
Rev. H. E. Hess writes, “Until last year practi- 
cally nothing was done in Nebraska anywhere. 
Our start is slow but we are really accomplishing 
some worthwhile things. Interest is growing in 
Hospital Day.” 


What a day! And how interesting to see how 
many hospital administrators are profiting there- 
by. Ethics are a bug-a-bear to most hospital 
administrators but on Hospital Day, hospitals 
everywhere bring to their communities the ad- 
vantages, needs, and inner workings of their hos- 
pital. On Hospital Day, every hospital adminis- 
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trator, physician, and nurse knows each hospital 
will contribute something in a program of pub- 
lic education to assure its community that the 
hospitals are progressive and organized with a 
definite purpose as outlined by the American Hos- 
pital Association: 


“The purpose of the American Hospital 
Association shall be to promote the welfare 
of the people through the development of 
hospital and out-patient service. To further 
this purpose, the Association shall encourage 
professional education and scientific research, 
aid in the health education of the public, co- 
operate with other organizations having a 
similar object, and do all things which may 





best promote hospital and out-patient service 
efficiency.” 


The National Committee is grateful to all the 
state and provincial chairmen, who so faithfully 
promoted the Day in their respective states and 
provinces. 


The National Committee will meet Monday 
morning, September 26, 8:00 a. m., Baker Hotel, 
Dallas, to select the winners of the four national 
awards. This will be a breakfast meeting. 


On Tuesday morning, September 27, there will 
be a breakfast meeting for all state and provin- 
cial chairmen and the members of their commit- 
tees. This meeting will also be held at the Baker 
Hotel, 8:00 a. m. 





<i 
——_— 


Grease 


The National Board of Fire Underwriters has 
just issued an important bulletin on “Fires in 
Grease Ducts in Kitchens.” 


The duct leading from the hood over a range on 
which much frying, broiling, or deep fat cooking 
is done collects a large amount of grease, some- 
times so thick a coating as to extend well out into 
the duct. Sooner or later this grease is very liable 
to ignite, and once ignited becomes a serious fire 
hazard. The heat may be so intense as to ignite 
combustibles in the neighborhood of the flue or to 
melt grease which runs down the flue to the range 
itself, and thus leads the fire to the kitchen proper. 


The first consideration in prevention of the 
hazard is proper construction of the flue itself 
(see NBFU Pamphlet No. 91). The duct should 
be at least eighteen inches from any combustible 
material throughout its course; if it must pass 
through combustible floors, walls, or partitions, 
they should be protected by thimbles. The opening 
should be to the outside air or to a special flue 
connected to the smokestack. If carried direct to 
the outside air it should be designed to prevent a 
hazard at.its opening. 


Some stacks are especially designed for cleaning 
out by burning, and this is not objectionable if it 
does not expose other property and if the fire de- 
partment is notified in advance. If this method of 
cleaning is contemplated, the bottom should be 
fitted with dampers to permit control of the draft 
during the burning out process. 


The better practice is to keep all ducts free of 
grease. Filters at the inlet of the stack cut down 
the accumulation of grease but do not eliminate 
the hazard as the grease laden filters will them- 
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selves ignite and add fuel to the flames unless re- 
moved and cleaned at regular and frequent inter- 
vals. One chain of restaurants requires such 
cleaning of filters every day. 


Steaming the duct system will remove much of 
the grease. Swabbing with a noninflammable 
solvent such as carbon tetrachloride is effective 
but expensive if the duct system is very extensive. 


Any such duct system should have access doors 
at convenient distances to permit thorough clean- 
ing of the interior but the doors should be closely 
and securely fitted to prevent leakage. 


Where such fires do occur they can be extin- 
guished by hand extinguishers of the carbon di- 
oxide or the vaporizing liquid type if the system is 
small and either the inlet or outlet is readily ac- 
cessible. The most effective method is to provide 
carbon dioxide cylinders piped to orifices at the 
junction of the hood with the flue, and under con- 
trol of thermostats which will release the carbon 
dioxide automatically. This system may likewise 
be designed for manual operation. 


Automatic sprinklers would likewise be effec- 
tive but any use of water is likely to cause flooding 
of the range. This may be obviated by having a 
horizontal section just above the hood provided 
with an adequate trap and drain. Although no 
direct experience is reported, it is probable that a 
water spray nozzle, such as is effective in soot 
fires, might be effective and with less likelihood 
of flooding down to the ranges. 


Details of carbon dioxide extinguisher systems 
for ducts may be found in NPFU Pamphlet No. 
18. 
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Non-Profit Prepaid Hospital Service 


J. ALBERT DURGOM 


URING the short span of eight years—since 
D Baylor Hospital of Dallas, Texas, originated 

the first single hospital plan for hospital 
service for school teachers—seventy-five non- 
profit hospital insurance plans have acquired 
1,800,000 subscribers and an annual volume of 
$15,000,000 in subscription payments. It was just 
five years ago that the Hospital Service Plan of 
New Jersey, through the cooperative movement 
of a group of hospitals for service to the general 
public, had its inception as the first community- 
wide plan in the country. During the year 1937, 
membership in non-profit plans for hospital serv- 
ice had almost doubled the total membership of 
previous years. Hospital statistics for the year 
1937 reveal that one out of fourteen persons of 
the national population received hospital care for 
an average period of 12.6 days through a steady 
utilization of 70 per cent of the bed capacity of 
the general hospitals. 


This interesting growth in non-profit hospital 
protection is a tribute to the New Jersey hospitals 
which made possible the first of such plans in the 
country, and showed the feasibility of serving the 
general public through a cooperative movement. 
The Hospital Service Plan of New Jersey is now 
growing at the rate of approximately 5,000 
new members each month. A person joins for 
the cost of a daily newspaper; a joint member- 
ship of two persons has become available at a 
daily rate of a local telephone call; and for an ad- 
ditional daily accumulation of two pennies, the en- 
tire family may be enrolled. The significance of 
this protection is that each person named in the 
membership certificate receives all-inclusive serv- 
ice in a semi-private room for the stipulated pe- 
riod of benefits. 


In the midst of all discussions on the political, 
social, and economic trend of the American way 
of living, there still dominates, in the average self- 
supporting individual, the desire to prepare to pay 
his own bills. We have concrete evidence of this 
in the rapid growth of membership in these hos- 
pital service plans. The cooperative movement of 
the hospitals has enabled the public to visualize 
the value of this non-profit service by budgeting 
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the low cost for this protection. However, the 
small cost alone does not necessarily attract the 
public interest. The rapidly increasing popularity 
of the pre-pay plan is the result of the evidence 
of the services rendered. This successfully grow- 
ing movement is meeting the challenge of a 
changing economic order in serving the public 
without charity and without profit. Non-profit 
hospital protection is founded on the idea of alle- 
viating the financial burden caused by the unan- 
ticipated need for hospitalization—not in the 
sense of any implication that hospital bills are 
too high, but rather in.the knowledge of a com- 
mon understanding that an illness or accident 
may require hospital care at a time when the cost 
may be burdensome. This idea of financial pro- 
tection has become an accomplished fact. It is 
now well known that the movement has encour- 
aged subscribers to have the necessary hospital 
care which otherwise might have been delayed or 
possibly neglected if such a non-profit plan were 
not available. 


Basic Principles of Hospital Insurance Plans 


A hospital insurance plan has, therefore, be- 
come possible through the successful coordination 
of three interests, namely: the .subscriber who 
pools his subscription payment with fellow sub- 
scribers; the Plan which serves as trustee for 
these funds; and the hospital which renders the 
required services to the subscriber by contractual 
agreement in exchange for a flat per diem allow- 
ance from the Plan. Accordingly, the movement 
is a combination of insurance (to the extent of 
actuarial requirement for safety) and public wel- 
fare (to the extent of a broad service in public 
relations). The fundamental principle in this 
movement is the simplicity of procedure in striv- 
ing to serve the average person by rendering all- 
inclusive hospital services in a semi-private room 
for a stipulated period. The benefits to the service 
plan patient become easily understood as the hos- 
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pital promptly and efficiently renders these serv- 
ices, and, through assurance of payment, the 
service plan quickly relieves the patient of finan- 
cial worry immediately following admission. The 
service plan patient is accordingly served without 
charity or subsidy because he as a subscriber, 
through membership in the plan, has provided 
for this contingency. Accordingly, the hospital 
is relieved of an otherwise possible installment 
problem of collection. 


These principles became the basis of non-profit 
hospital plans which are so rapidly spreading 
throughout the United States that the American 
Hospital Association predicts 200 such plans and 
10,000,000 subscribers within the next five years. 
The significance of this movement is the apparent 
sentimental satisfaction of the New Jersey hos- 
pitals which made possible the first community- 
wide plan of service through a group of hospitals. 
Originally, seventeen member hospitals in Essex 
County underwrote the project by guaranteeing 
hospital services to the subscribers, to the end of 
the membership year. The Hospital Service Plan 
of New Jersey was accordingly enabled to pioneer 
in the heretofore unexplored field of all-inclusive 
non-profit group hospitalization. As the labora- 
tory of study in the results of procedure, the Plan 
has today the longest period of general public 
exposure to risk. In 1934, the Plan inaugurated 
the first all-inclusive family plan to provide full 
benefits of hospital care for each child ranging in 
age from three months to the nineteenth birth- 
day. Throughout this entire period of experience, 
the Plan has steadily grown without a single loss 
to any hospital. Every obligation has been paid 
promptly. The Plan has remained self-sustaining 
as an institution for service to subscribers 
through the cooperation of the hospitals on a lib- 
eral basis of claim payments; and the conserva- 
tive practice of growth has continued as facts 
were gradually assembled and studied. 


How the New Jersey Plan Operates 


On January 1, 1938, the Plan began to accept 
memberships through a revised procedure by con- 
centrating on monthly payroll deduction of em- 
ployed groups. The requirement for a percentage 
of each employed group was based upon two prin- 
ciples, namely: enrollment of the largest possible 
cross section of the employed public at the least 
possible overhead of expense, and as liberal pay- 
ment in claims as possible and consistent with the 
best interests of the subscribers and the partici- 
pating member hospitals which render the re- 
quired hospital care. The results of this procedure 
during the past five months reveal that member- 
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ship of new persons in the Plan has increased by 


’ 42 per cent over the prior period of five years; 


and the overhead of expense has been reduced to 
a new low of 21.12 per cent. 


This procedure led the Plan to meet the public 
need for maternity benefit by setting up a formula 
for a sustaining fund without reducing the allo- 
cation for ordinary hospital care. On March 1, 
1938, the Plan began to issue Maternity Riders. to 
married subscribers; and in the meantime the 
sustaining fund is gradually accumulating to meet 
the hospital bills on the basis of a $6.00 per diem 
allowance for the all-inclusive care of the mother 
in a semi-private room, and a $1.00 additional 
daily allowance for the ordinary care of the new- 
born child. The significance of this procedure is 
that the sustaining fund is being acquired only 
from the subscription payments of the married 
subscribers without charging any portion of this 
cost to the subscriber holding an individual mem- 
bership. 


The third step in the progress of the Plan has 
been the problem of the individual who could not 
secure membership for himself and his family be- 
cause he could not qualify through a group. It is 
now possible for such a person to apply for mem- 
bership directly to the Plan’s headquarters if he 
cannot qualify through a group. A formula has 
been set up for a special grouping process by the 
Plan to establish a cross-section of such persons 
as nearly comparable to an employed group as 
possible. 


Each development in the rapid progress of the 
Plan has attracted the cooperation of the news- 
papers, radio stations, and various public centers 
—not in the sense of a publicity promotion, but 
rather in the sense of understanding of the effi- 
ciency of the Plan in service to the general public. 
The Plan is telling the story to the public through 
an educational program and not through an ad- 
vertising medium of commercialism. 


The Hospital Service Plan of New Jersey is 
embarking upon a state-wide program to meet the 
public interest for membership. The Plan, as a 
non-profit organization, is endeavoring to serve 
people efficiently at the lowest possible subscrip- 
tion rates consistent with the best interests of 
all subscribers. The Plan is most efficiently serv- 
ing the public through the continued cooperation 
of the hospitals. The Plan is simply the trustee 
for the funds of the subscriber to guarantee pay- 
ment for hospital care to the hospitals that ren- 
der the required service. Letters of appreciation 
from service plan patients are gratifying both to 
the hospital and to the Plan. Cooperative par- 
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ticipation has made possible the beginning of a 
great movement which is rapidly rising to greater 
heights of service. 

The philosophy of this movement seems to be 
exemplified in the following story. A stranger in 
a community was passing an excavation in which 
three men were at work. His curiosity concerning 
the nature of the proposed structure led him to 
inquire. Approaching the first man, he asked, 
“What are you doing?” The worker replied, “I 
am cutting stone.” Directing the same question 
to the second worker, the stranger was told, “I am 
working for $6.00 a day.” The stranger then 
turned to the third man, who looked up and said, 
“I am building a cathedral.” The variation in re- 


sponse to the same question is significant. Each 
man was cutting stone; each man was working 
for $6.00 a day; each man was helping to con- 
struct the foundation for the cathedral. One had 
the mechanical viewpoint; another had the finan- 
cial viewpoint ; the third performed his duties with 
a vision of service in helping to build a founda- 
tion for the successful completion of the proposed 
structure. The foundation of non-profit hospital 
insurance plans has been built with a vision of 
unselfish devotion to service for mankind. As 
the structure reaches the towering heights of 
greater service, there will be the reward of sat- 
isfaction to those who have unselfishly built a 
great institution. 
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Selecting Employees 


T. E. BROADIE, M.D. 


tinuing problem confronting all who are in- 

terested in hospital administration. A great 
deal has been said relative to this subject and it 
seems to be an accepted premise that careful 
choice of personnel is basic in any well adminis- 
tered organization. The criteria advanced by 
those of vision and experience in this particular 
phase of hospital operation seem to be, in gen- 
eral, fairly uniform. Obviously each position pre- 
sents its peculiar requirements and even an out- 
line of such qualifications is not within the scope 
of this discussion. 


G inung or of efficient employees is a con- 


Employee Turnover 


Hospitals have admittedly displayed a rather 
unsatisfactory characteristic in rapid turnover 
of certain classes of employee, notably the un- 
skilled or non-professional class. Nowadays we 
are witnessing a definite effort on the part of 
hospital administrators to prolong the tenure of 
these classes, which offers a ray of hope for the 
future. If such is to be the fact, then careful 
selection of individuals in all classes of personnel 
is most important. 


The details of selecting employees, of necessity, 
vary with the size of the institution. The oper- 
ator of the smaller unit may devote a part of his 
own time to such a function. The administrator 
of the larger hospital, on the other hand, must 
delegate that function to another and he cannot 
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be too exacting in so doing. His, then, is the task 
of selecting department directors who possess that 
not universal, natural capability of judging indi- 
viduals accurately. 


My own experience with problems pertaining 
to this particular phase of hospital operation has 
developed at least one lasting personal impres- 
sion. I am convinced that judgment of another 
individual’s worth is a peculiar abstraction which 
either consistently succeeds or fails in keeping 
with thenatural ability of the individual charged 
with that responsibility. 


Useful Criteria in Selecting Employees 


The usual criteria of basic training, aptitude, 
personality, and physical health are of course im- 
portant. In spite of careful use of all these, if 
there is not available some means of evaluating 
the whole, serious errors in selection of employees 
will result. It is that capacity which may be a 
happy combination of experience and native 
shrewdness which correlates our best efforts in 
the direction of developing some satisfactory so- 
lution to our ambition in producing at least a 
reasonably efficient organization. It is my per- 
sonal belief that. the evaluation of character and 
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fitness is a faculty that some possess intuitively. 
It is not the result of formal education, but expe- 
rience of all varieties may enhance a natural sense 
in that direction. 


The professional groups by medium of stand- 
ardization efforts have outlined basic considera- 
tions very carefully in fitting individuals for spe- 
cialized positions. Educational requisites have 
been met by the members of this group prior to 
the formal declaration of fitness for any specific 
post. 


At this point there are two most important fac- 
tors which the employer must consider—health 
and personality. 


The first is undeniably basic. All of us have 
seen our organizations suffer as the result of fail- 
ure in health of some individual important to the 
proper operation of the institution. The out- 
worn expression, sana mens in sano corpore, trite 
though it may be, is none the less evidence of 
accurate observation. Capability from the health 
angle should be established as conclusively as pos- 
sible by means of a well-organized health service 
adequately staffed and equipped. No hospital can 
afford to neglect this duty. 


The second factor, namely the personality prob- 
lem, is difficult of definition. The term personal- 
ity implies all of the attributes of the person in 
question, some of which are more important than 
others, depending upon the position in mind. Hos- 
pitals are unique in requiring certain manifesta- 
tions of character as contrasted to organizations 
of different purpose. 


I do not believe there is a more sterling virtue 
to be sought than that of dependability. Courtesy 
and stability of temper are perhaps next in 
importance. All of us can recount numerous 
instances in which our organizations have been 
unfavorably cast by the injudicious display of 
temper on the part of some employee. No 
particular group can be excepted in this short- 
coming. This same individual, though he lack 
the qualities of good humor may, on the other 
hand, be a veritable wizard in purely technical 
practice. 


The Non-Professional Group 


That larger group of hospital employees, clas- 
sified as non-professional or unskilled, requires 
considerable attention in these days of enlight- 
ened labor philosophy. Formerly this group in 
hospitals, particularly the male contingent, was 
an aggregation of transients, with minimum edu- 
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cation but possessing a vast store of unusable 
. experience of the violent variety. 


Now, however, an increasing number of young 
and vigorous individuals of both sexes, with high 
school education or better, are available for duty 
as maids, waitresses, orderlies, and janitors. We 
have learned at the Ancker Hospital that a few 
of these people even possess an educational back- 
ground of one to two years in college. 


With this fact in mind, the matter of selection 
becomes as important in the unskilled group as 
in any other, since the problem is no longer that 
of accepting just any available applicant. In 
these days of economic adversity most hospitals 
have little trouble in filling positions in this group 
and the problem is rather that of selecting the 
best from a great number of applicants. 


Effect of the Minimum Wages and Hours Law 


With the advent of minimum wage and hour 
legislation, the tendency is for the employee to 
be better satisfied with his job. Such is the prime 
purpose of most labor movements. Security, even 
though it be a distinctly relative term, has not 
been an outstanding characteristic of opportuni- 
ties in the unskilled sections of any industry in 
the past. If current requests of employees for 
seniority policies and arbitration facilities are to 
be eventually granted, careful selection of em- 
ployees will become an absolute necessity. It be- 
comes increasingly difficult to shift or discharge 
members of our personnel even upon the most 
reasonable and fair definition of cause. 


Here again the same precautions should be used 
in selection. Basic education must be more care- 
fully evaluated. Health is checked just as care- 
fully as in any other group. Individual training 
and apprentice experience should be considered 
and utilized to fit the requirements of any specific 
position. Records of former employment should 
be examined when available. The personality an- 
gle can best be evaluated by personal interview 
conducted either by the administrator or by de- 
partment director. 


In conclusion, may I repeat that there is no 
highroad to success in proper selection of em- 
ployees preparatory to the development of an effi- 
cient organization. Any of the accepted stand- 
ards to include evaluation of education, minimum 
requisites, health, aptitude, and personality may 
be used. In addition to all that, however, it is of 
invaluable assistance that department directors 
possess that natural faculty for calm, dispassion- 
ate and accurate judgment of human character. 
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“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








An axiom, which is the epitomy of wisdom for men and women in charge of hospital buying, is con- 
tained in the words of a Chinese sage, “Know what you want. It is ready for you.” The buyer who 
studies each department in its service and in its needs, knows what is back of each requisition as it 
is presented. The buyer “who knows” is able to decide in an instant, whether to buy or not to buy, 
when an item is presented for sale. He knows the requirements of his hospital. He is interested only in 
finding the various products which will fulfill them. The best salesmen are those who confine their ef- 
forts exclusively to interpreting their own products in terms of the hospital’s needs. 


Part of Your 
Education 


A preview of the activities of 
those manufacturers who will ex- 
hibit at the Dallas Convention 
next month demonstrates that any person con- 
nected with a hospital will have an enthralling 
time viewing the new things that keep “the ball 
of progress” rolling. Our exhibitors embrace this 
yearly opportunity with fresh enthusiasm. From 
their research laboratories, and their apparently 
unlimited powers of creation, they present the 
acme of high effort for the advantage of those 
who serve the sick. As an administrator or buyer 
you will be impressed by these efforts. Each ex- 
hibit merits your close attention. The displays at 
American Hospital Association conventions are 
an education. 


—— —__—. 


A Background From Syracuse, New York, where 
For Salads the Onondaga people pursue the 

potter’s arts, come announce- 
ments of new creations. One item which has a 
particular appeal to the sense of fitness inherent 
in all successful dietetic practice is the idea of 
the new hand-painted salad sets. The special 
talents of those who serve in the profession of 
dietetics are often displayed in making a salad. 
Coldness, crispiness, and delicate flavors, com- 
bined with mysteries of perfected salad dressings 
deserve a suitable background. 


The Onondaga people, no doubt, inspired by a 
true appreciation of the salad, have created a 
series of most attractively designed salad bowls 
and plates done in suitable colors—yellow, crim- 
son, sea green, coral pink, even black most attrac- 
tively treated. Say what you will, a salad staged 


in these bowls and plates is bound to tempt a pa- © 


tient into the correct diet and create a most favor- 
able impression about the dietary service in your 
hospital. The Onondaga Pottery Company will 
gladly send you illustrations of these designs. 
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How to Get From San Francisco comes an 
Plaster Casts Dry idea which has all the ear- 

marks of special study. Earn- 
est J. Sweetland has invented an apparatus for 
drying surgical casts. It is, in fact, a well thought 
out method and many a nurse will welcome its 
introduction into her hospital. Mr. Sweetland has 
prepared a circular which attracted our atten- 
tion. He shows in picture form, each stage of the 
application of the drier. It amounts to a convinc- 
ing demonstration of a method which solves one 
very important problem always present when 
plaster casts are called for by a member of the 
staff. The Sweetland apparatus is so constructed 
that you get results in a scientific way. Casts are 
dried so rapidly a patient may leave the hospital 
the same day. Any problem of drying a cast 
quickly has seemingly been solved by the Sweet- 
land method. 


ae 


On Your Superintendents at the head of hos- 
Own Power pitals which manufacture their own - 

power, or those who should be man- 
ufacturing their own power will be impressed by 
a new booklet recently issued by Westinghouse 
Electric and Manufacturing Company, Pitts- 
burgh, Pennsylvania. 


They announce the new Type C Steam Turbine 
with five to five hundred horse power at one thou- 
sand to five thousand RPM. This type of general 
purpose turbine costs less to install and has a most 
impressive efficiency in steam consumption. 


There is ample evidence that the hospital of 
two hundred beds or more can save from $25 to 
$30 per patient per year by manufacturing its 
own power. The hospital has so many uses for 
the exhaust steam that electricity becomes, essen- 
tially, a by-product. It is recognized that the tur- 
bine is the most efficient engine for power pro- 


115 





W ATERPROOF—LIGHTER— 
STRONGER—A 


CASTEX Bandages are a new cast material utilizing 
a synthetic resin, an important contribution to or- 
thopedic practice and fracture treatment. 


A CASTEX cast relieves the patient of at least two- 
thirds the weight of a corresponding plaster of 
Paris cast. The cast is definitely stronger, both in 
crushing strength and in resisting the fracturing 
effects of a sharp blow . . . Patients in waterproof 
CASTEX casts can receive the benefits of hydro- 

therapy, can take showers or tub baths. 
In incontinent and pediatric cases the 
sanitary feature of the waterproof 





———— 
CASTEX 


_» CASTEX 


Product and Process Patents Pending 
From the laboratories of 
CASTEX LABORATORIES, INC. 
Watertown, Mass. 
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Convalescent splint for fracture of surgical neck of the humerus 


CASTEX cast offers valued hygienic protection. 


CASTEX is pervious to X-ray—the progress of bone 
callus formation and other changes in the osseus 
structure are pictured almost as clearly through 
CASTEX as without any cast. 


CASTEX Bandage consists of bias-cut cloth impreg- 
nated with the synthetic resin. It is ready to apply, 
without any preparation, when removed from its 
hermetically sealed container . . . These facts about 
CASTEX are substantiated by clinical experience as 
reported in recent articles in medical journals. 


Exclusive Distributors: 


LEWIS MANUFACTURING CO. + BAUER & BLACK 
Walpole, Massachusetts 


Chicago and New York 


Divisions of THE KENDALL COMPANY 
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To Lister and Pasteur, to Marie and Pierre Curie and others of their 
kind, the medical profession and the world owe a great debt. Inspired 
by an unselfish “‘spirit of research” they devoted their lives to the pur- 


mm: suit of new knowledge for the benefit of mankind. 
SURGICAL Though Curity is a commercial organization it is distinctly and 
DRESSINGS | aggressively research minded. It operates an extensive research de- 

y 


partment whose activities are never ending. In addition to its own large 


and 


SUTURES ff 


staff of highly skilled specialists in surgery, in organic, physical and 
bio-chemistry, this department also maintains close contact with the 
most eminent scientists and institutions of the country. 


Already credited with many valuable contributions to the’ hospital 
field, Curity’s “research spirit” assures continued progress in the de- 
velopment of improved surgical dressings and sutures. 


LEWIS MANUFACTURING CO. 
Division of THE KENDALL Co. 
Walpole, Mass. 

A. B. D. Rotts & Packs « ADHESIVE « BAnpaces, Gauze, No Rave. + BANDAGES, PLasTER (REGULAR & QuapRo) « BANDAGE Rotts (Uncut AND 
Cut) « CeLtucotron ABsorBENT WappING « CELLUWIPES * COMBINATION ROLLs & Paps » Cotron, ABSORBENT + Corron BALLs « CRINOLINE + 


Diapers, LayetrEcLotH « Dressinc Rotts « Gauze, ABSORBENT (REGULAR & Pap Gauze) « Gauze, Reapy-Curt + Korex « Lisco Ro ts + 
Mustiin, UNBLEACHED » Paps, O, B, « SELVAGE Gauze * SHEET WADDING « SPONGES, SURGICAL & Lisco « SrocKINETTE, ORTHOPEDIC * SUTURES 
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duction, but its use in the past has been limited 
because it has not been available in units small 
enough to suit hospital conditions. 


The twelve-page booklet is illustrated and will 
impress you as a compendium of extensive re- 
search on this subject. All of the facts important 
to the director of a hospital are clearly set forth. 
Whether you make your own power or are plan- 
ning to do so, this booklet is worth studying. 

ae ne? Oe 

New Type of _The problem of the sanitary 
Sanitary Napkin napkin has had the expert at- 

tention of Johnson & Johnson, 
New Brunswick, New Jersey. The result is a new 
creation which is called the Jr. Cellulose Napkin. 
It has short tab ends of approximately two inches 
each. The filler is the soft fluff type as in V-Pads. 
The napkins are used with a T-Binder. There is 
a saving of one cent per dozen over the V-Pad. 
Johnson & Johnson will send samples on request. 

eiaitalaiaiaaniiia 

Opportunities for special study 
of the problems existing in hos- 
pital service exist in every de- 
partment. Take, for instance, the laundry where, 
because of the nature of the work and the ma- 
chinery incident to it, the risk of personal injury 
is always a factor. A director of a hospital and 
his buyer will be impressed with what the Amer- 
ican Laundry Machinery Company has done, not 
only to eliminate risks of personal injury, but to 
improve the service. The Zarmo Foot Power 
Laundry Press is actually a modern and highly 
improved adaptation of an old principle which 
should be most welcome, especially to the op- 
erators in any hospital laundry. 


Greater Safety 
in Laundries 


Many of our readers will be impressed by this 
new manually-operated press because it employs 
the direct-upward pressure principle. Read what 
Mr. Rups of the American Laundry Machinery 
Company, in his own way, writes us about it: 


“In conjunction with its exclusive direct-up- 
ward pressure principle, the Zarmo Foot Power 
Press offers new ease of operation which con- 
serves operator energy. The ironing head is 
lowered, by hand, to within a fraction of an inch 
from the buck, with a motion so easy it can 
actually be accomplished with one finger. The 
head is locked automatically in the lowered posi- 
tion, making it unnecessary for the operator to 
lean on the handle. With the ironing head low- 
ered, depressing a foot treadle raises the buck 
up into the pressure against it. As the treadle 
is at a convenient low position, and has an ex- 
tremely short stroke, little effort is required to 
apply powerful pressure. The press is easily and 
quickly released by tripping the treadle. This 


118 





causes the buck to be lowered instantly and the 
-ironing head to return quickly to its open position. 


“The Zarmo Foot Power Press also incorpo- 


rates an important safety feature. With the 
ironing head lowered to but a fraction of an inch 
from the ‘buck, there is not sufficient distance 
between the head and the buck for the operator 
to insert her fingers. This makes it impossible 
for operators to place their fingers on the buck 
while pressure is being applied. 


“Among other features are the fast drying 
aluminum alloy head, full floating buck, wide 
opening head, handy buck height, white metal 
work table and structural steel frame. The Zarmo 
Foot Power Press is available in various models 
for pressing all types of wearing apparel.” 

spicninstiabihcedediats 

Modern There are perhaps few hospital dieti- 
Junket tians who are not familiar with the 

products of The Junket Folks in Little 
Falls, New York. We were interested in a letter 
written to us by Mary Mason, Director of the 
Home Economics Department of Chr. Hansen’s 
Laboratories, with which she submits a booklet 
with the title, “Dietary Uses of Rennet-Custards.” 
A section of the booklet refers specifically to hos- 
pital diets where tested recipes are offered. Infor- 
mation such as this booklet contains is of major 
interest to hospitals. The chemistry of the rennet 
enzyme, the use of rennet-custards in the diet, 
composition of rennet-custards, typical diets are 
discussed. This is a modern interpretation of the 
application of milk to diets which is well prepared. 

‘aise tullinieincts 

Clean air, free from impurities, can 
now be produced by the Electro-static 
Air Cleaner, offered commercially by 
Westinghouse Electric & Manufacturing Com- 
pany, East Pittsburgh, Pennsylvania. The con- 
trivance has an official test efficiency of ninety- 
nine and one-half per cent. Approved by Ameri- 
can Medical Association, it is introduced to physi- 
cians for therapeutic use in hay fever and asthma. 
The principle is demonstrated by the passing of 
air impurities through an ionizing chamber where 
each impurity picks up an electrical charge. As 
the infinitesmal particles are carried through the 
precipitating chamber, electrically charged plates 
attract these particles through magnetism so that 
they are drawn to the plates and impinged upon 
them. The residue, even of nicotine from tobacco 
smoke, is evidence of the value of this air cleaner. 


A New 
Air Filter 


The unit in appearance fits well in any room. 
It is about three and one-half feet high—a walnut 
veneer—and has a capacity of two hundred fifty 
cubic feet of air per minute or 15,000 per hour. 
Write to Westinghouse for technical information. 
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M. BURNEICE LARSON, Director 





Physicians — Hospital Administrators — Graduate Nurses — Dietitians — Technicians 





Well help you find the niche you d love! 


They tell, and surely it’s true, that the fun of life, 
the finer work we do, the contentment that is ours, 
even the kind of friends we have, depend upon the 
things we give to life. 


We can’t have much unless we do give more. 
The folks who do give more (give all they have) 
and give it willingly, eagerly, intelligently . . . they 
do famous things. They win finer friends for these 
are things old world gives to those who give her 
most. 


These things are things we know. 


We tell them here because some of us are always 
forgetting, because the telling may spur us and some 


of you to go and get and keep the kind of job that 
you would love, the kind that would give you back, 
in time .. . the friends, the thrill of doing all tasks 
better, the thrill of doing greater things. 

If you can measure you like that, if you need a 
position, we ask that you write and tell us what you 
want; we'd find it for you. 

You see, other individuals and institutions come to 
us constantly hunting for you. They ask for smart 
and earnest, eager people, for physicians and sur- 
geons, for graduate nurses, technicians, dietitians, 
for every type of professional hospital worker . . . 
and we'd help you find a niche with them. That 
is our great work. 


The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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Among the Associations 
State and Province Association News 


Michigan Hospital Association Convention 


The Annual Convention of the Michigan Hos- 
pital Association was held at Marquette, June 
23-24, under the presidency of Mary Skeoch. 


The Michigan Dietetic Association, the Asso- 
ciation of Record Librarians of Michigan, and the 
Michigan State Association of Nurse Anesthetists 
held their annual meeting at the same time. 


There were 122 registered but many more were 
in attendance at the meetings. 


Among the topics which were presented were 
“Hospital Auxiliary,” by Mrs. Milton Nellis of 
Muskegon; “Organization and Operation of a 
Central Supply Room,” by Grace Clow of Harper 
Hospital, Detroit; “Purchasing Procedures,” by 
F. H. Dick of University Hospitals, Ann Arbor; 
“Problems of Nursing,” by Amy Beers of Hackley 
Hospital, Muskegon; and “Nursing Legislation 
Proposed for the Next Session of the Legisla- 
ture,” by Olive Sewell, Executive Secretary of the 
Michigan State Nurses’ Association. 


The annual dinner was a real success. Robert 
Neff, President of the American Hospital Asso- 
ciation, was the guest speaker, and Walter Gries 
was toastmaster. 


Round tables were conducted by Dr. Donald M. 
Morrill. 


The following officers were elected for the com- 
ing year: 


President—Ralph M. Hueston, Superintendent 
of Hurley Hospital, Flint 

First Vice-President -—— Mrs. Kate J. Hard, 
Superintendent, Saginaw General Hospital, Sag- 
inaw 

Second Vice-President—John Gorrell, M.D., Di- 
rector, Blodgett Memorial Hospital, Grand 
Rapids 

Third Vice-President— Emma _ B. _ Dickison, 
Superintendent, Chippewa County War Memorial 
Hospital, Sault Ste. Marie 

Treasurer—Amy Beers, Superintendent, Hack- 
ley Hospital, Muskegon 

Secretary—Robert G. Greve, Assistant Direc- 
tor, University Hospital, Ann Arbor 

Trustees—W. L. Babcock, M.D., and William 
Griffin. 

Among the resolutions adopted was the fol- 
lowing: 

“Whereas, Dr. Warren L. Babcock, the honored 
and respected superintendent of Grace Hospital, 
Detroit, for thirty-four years, has expressed a 
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desire to be relieved of some of his active duties 
in relation to hospital work, and 


Whereas, he has given unselfishly his time and 
energy for many years to the problem of hospitals 
and particularly the Michigan Hospital Associa- 
tion, and 


Whereas, the members of this association wish 
to express their sincere appreciation of his 
services, 


Therefore it is resolved that, Dr. Warren L. 
Babcock be elected an Honorary Member of this 
Association.” 


The election of the members of the House of 
Delegates for the American Hospital Association 
was conducted by Dr. Donald M. Morrill. Dr. 
Stewart Hamilton and Robert G. Greve were 
elected as delegates, and Doctors Donald Morrill 
and John Gorrell alternates. 





Coming Meetings 

Hospital Association of West Virginia, Charles- 
ton, August ; 

National Hospital Association, Hampton, Vir- 
ginia, August 14-16 

American Protestant Hospital Association, Dal- 
las, September 24-26 

American College of Hospital Administrators, 
Dallas, September 25-26 

American Hospital Association, Dallas, Septem- 
ber 26-30 

Children’s Hospital Association, Dallas, Sep- 
tember 26-30 

National Association of Nurse Anesthetists, 
Dallas, September 27-29 

Saskatchewan Hospital Association, Moose 
Jaw, October 

Ontario Hospital Association, Toronto, October 
19-21 

American Public Health Association, Kansas 
City, October 25-28 

Connecticut Hospital Association, November 

Colorado Hospital Association, Denver, Novem- 
ber 9-10 

New England Hospital Association, Boston, 
March 9-11, 1939. 

Association of New York State, New York City, 
May 17-19, 1939 

Association of Western Hospitals, Seattle, 
Washington, week of May 22, 1939 ; 
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Bellevue s “Gase History” 


Leads Bramhall Deane to prescribe Monel for 
Psychopathic Pavilion 























Psychiatry Hospital, Bellecue, New York 
City. Architect —Chas. B. Meyers of N.Y.C. 
Contains all Monel food service equipment. 
Fabricator — Bramhall Deane Co. of N.Y.C. 











A Long and Honorable Record 


Bellevue’s “case history” on Monel 
stretches back over many years. 

And why shouldn’t it? Monel has 
the strength of steel and is immune 
to rust, resistant to corrosion and 
easy to keep clean. 

It well justifies its choice — not 
only at Bellevue, but in an over- 
whelming percentage of all the new 
modern hospitals. 


In 16 New Bellevue hitchens 


All fifteen ward kitchens in the 
Bellevue pavilion, and also the main 
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kitchen, are equipped with Monel. 

More than likely, this metal is an 
old story to you, as it is to Bellevue 
and to the Bramhall Deane Com- 
pany which fabricated and installed 
the kitchens in Psychiatry Hospital. 

But are you familiar with the new 
#35 Monel? 


Ideal for Hospital Use 


Like regular Monel, the new #35 
sheet is strong, tough, and rust proof 
—but harder and stiffer. Stainless 


equipment made of this durable * 


metal is still more resistant to scratch- 
ing, denting and general abuse. 





The polish on #35 Monel is stand- 
ard—produced on heavy mill pol- 
ishing machines. 


Write for a complete list of hos- 
pital items made of Monel, with 
names of their manufacturers. Send 
for it today. Address: 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 Wall Street New York, N. Y. 


Monel 


“Monel” is a registered trade-mark of The 
International Nickel Company, Inc., which is 
applied to a nickel alloy containing approxi- 
mately two-thirds nickel and one-third copper. 
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Hospitals Day by Day 


Some Pointed Paragraphs 
WALTER E. LIST, M.D. 


@ The adequacy of hospital care may be weighed 
by the test of negligence. If the omission of an 
act or the failure to satisfy a need of a hospital 
patient would constitute negligence, either legally 
or logically, it is incumbent on the hospital to per- 
form the act or to satisfy the need. 
@ The essence of medical practice is diagnosis and 
treatment. Hospital care divorced from diagnosis 
and treatment is inconceivable, but no institution 
can “diagnose, treat, operate, or prescribe.”’ Mak- 
ing a diagnosis, or ordering or administering 
treatment, is a personal act. Medicine is practiced 
in a hospital, never by a hospital. 
S. S. Goldwater, M. D. 
@ The physician’s growing interest in hospital 
policy is sound; our institutions must not compete 
with our practitioners. Yet, it is our responsi- 
bility to get an overview of medical practice and 
see the organization at least of community medi- 
cine as it affects both the doctor and the patient. 
@ The aim of our service is health—not sickness 
—and a good job demands unanimity of action on 
the part of all agencies, public or private, despite 
individual preference or prejudice. No one group 
or one institution can do all the work for all the 
people. Communities need hospitals; they are as 
essential as the community itself. Trustees need 
physicians and physicians need,trustees, and the 
peace of mind comes to an administrator only 
when he is fully aware that he needs both for the 
creation of his services. 
Edgar C. Hayhow 
@ Hospitals are expected to and usually do lead 
their communities in the practical application of 
modern medical knowledge. Strangely, they are 
far behind factories and other strictly commercial 
organizations in safeguarding the lives and health 
of their own employees. Periodic physical exam- 
inations and health advice for all the employees of 
a hospital are much more the exception than the 
rule. The disquieting frequency with which tuber- 
culosis and other preventable diseases are discov- 
ered late in hospital personnel is alone sufficient 
justification for the expense of a good, all-inclu- 
sive employees’ health service and program. 
C. W. Munger, M. D. 
@. Build morale in your institution by creating an 
iuterest in and among your employees. Show them 
what the hospital means to them and the com- 
munity in which it is located. 
L. C. Austin 
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@ The fact that hospitals are doing charity and 
semi-charity work is no excuse for the wages paid 
to their workers being lower than those which the 
employees could obtain for the same work done in 
outside industries. Hospitals should not ask their 
employees to contribute to the works of charity 
of the hospitals. The public does not expect 
charity to be done in this manner. 
@ Pledge each employee on the day you employ 
him to give a certain lump sum or a definite per- 
centage of the year’s salary to your local Com- 
munity Chest as a part of the condition of his 
being employed. Community Chest time will be 
rosy for you and your employees, and the Chest 
will get the dollars it deserves from the fairly paid 
employees of the participating hospital. 
Philip Vollmer, Jr. 

@ It is very difficult, almost impossibie, to com- 
pletely enter the realm of another’s experience, 
see through another’s eyes. Remember this in 
dealing with the public, physicians, and nurses in 
your hospital, where it is so extremely important 
to give ample consideration to every viewpoint. 
@ One of the most prominent of pediatricians re- 
marked somewhat cynically not so long ago that 
the law ought to prohibit a charge of more than 
five dollars for the performance of a tonsillectomy. 
Sir Walter Morley Fletcher, secretary of the 
British Medical Research Council, recently said, 
“Every step forward in medical science is a step 
toward abolishing surgery.” 
@ The ability to nurse a chronic patient success- 
fully is the acid test of the basic qualities of a 
nurse. 
@ The contrast between the general lack of a 
clinical audit and the uniform insistence upon the 
periodic financial audit is striking. 
@ The sick man who has all the luck is in the 
acute, short-term classification—not too acute, be- 
cause then he has no choice—has an interesting 
and tangible condition, and meets the require- 
ments of the voluntary hospital on social, eco- 
nomic, and clinical grounds. 
@ The patients of a hospital, both ward and pri- 
vate, are, on final analysis, the best critics of the 
humanitarian aspects of hospital service and their 
views must therefore not be disregarded. 
@ Hospitals are essentially philanthropic, regard- 
less of whether the bill is paid by the voluntary 
contributor or the taxpayer. 

E. M. Bluestone, M.D. 
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ADDITIONAL SAFETY ASSURANCE 
























— backed by a government- 
licensed biological laboratory! 





Since dextrose solutions themselves are not government- 
licensed — isn’t it all the more important to insist on 
the additional safety assurance of solutions produced in 
a government-licensed biological laboratory ? 


Biological workers know that ”o product intended 
for intravenous injection is safe until it has been proven 
safe. Hence dextrose solutions in Saftiflasks—produced 
in one of the oldest biological laboratories in America 
—are tested as exactingly as biologicals. 

They are given every conceivable test-—by technicians 
wholly divorced from the product’s manufacture. Tested 
for aerobic and anaerobic contamination; for molds; 
for chemical identity and purity; intravenously, for 
pyrogens. Even the testing media are tested, by growing 
hard-to-grow organisms on samples of each lot. 

Specify dextrose and other solutions in Saftiflasks! 
Available in two, one and half-liter sizes. Cutter Lab- 
oratories, Berkeley, California, and 111 North Canal 
Street, Chicago. (U. S. Government License No. 8) 


Safi flasks. 
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News Notes 


Ethel Cross, superintendent of the Pine Knoll 
Sanatorium in Davenport, Iowa, for the past 
eighteen years, has resigned to take an extended 
rest. The successor to Miss Cross has not been 


selected. 
—_—_—>——_ 


Mrs. Pierina Egan has returned to her former 
position as superintendent of the Brooks County 
Hospital, Quitman, Georgia. Some months ago 
Mrs. Egan resigned to accept the position as 
superintendent of the hospital in Wenoka, Okla- 
homa, but returned to Brooks County Hospital at 
the request of the county board. 

ins Mita Doma 

Rev. John L. Ernest, pastor of St. Mathew’s 
Evangelical and Reformed Church, Detroit, 
Michigan, has been elected superintendent of the 
Evangelical Deaconess Hospital, Detroit, to suc- 
ceed Rev. C. V. Haag who resigned a few weeks 
ago. é 

sea len 

Mrs. Emma Hearst, who has been superintend- 
ent of the Sartori Memorial Hospital, Cedar Falls, 
Iowa, for the past four years, has resigned. The 
resignation becomes effective September 1. Mrs. 
Hearst is retiring from hospital work; her suc- 


cessor has not been appointed. 
— —<>_ 


Hugh C. Henry, M.D., present superintendent 
of the Central State Hospital, Petersburg, Vir- 


ginia, will be the new director of state hospitals in | 


Virginia, an office recently created. 
—_———- 


K. B. Hill, R.N., superintendent of the Trail- 
Tadanac Hospital, Trail, British Columbia, 
Canada, since 1930, resigned recently. Lois 
Hymber, a former member of the hospital staff, 
has been appointed acting superintendent until a 


successor to Miss Hill has been selected. 
—_——~<__ 


Lucius W. Johnson, Captain, Medical Corps, 
U. S. Navy, has reported for duty in the Bureau 
of Medicine and Surgery, Navy Department, as 
officer in charge of hospital planning. More than 
a score of building projects for naval hospitals 
will soon be under way. 


bail 
Harry L. Maloney, who has been the assistant 
superintendent of Fort Sanders Hospital, Knox- 
ville, Tennessee, has been elected superintendent 
to succeed John H. Mauney, who died recently. 


ahaa ans 

Ernest H. McDede, M.D., has been appointed 
director of West Hudson Hospital, Kearny, New 
Jersey. 


—$@—___ 
Ambrose P. Merrill, M.D., has been appointed 
the assistant superintendent of the San Fran- 
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cisco County Hospital, Department of Public 
Health. For the past two years Dr. Merrill has 
been connected with the San Francisco Depart- 
ment of Public Health as surgeon in the San Fran- 
cisco Emergency Hospital Service. 
ienaedibinienians 

Robert Bruce Nye, M.D., director of the Curtis 
Clinic, Philadelphia, has been appointed medical 
director of the Jefferson Medical College Hospital. 
He succeeds Dr. Henry K. Mohler, who has been 
appointed dean of the Medical College. Dr. Nye 
has been director of Curtis Clinic since it opened 


in 1931.. 
een 


Byron L. Pampel, M.D. of Livingston, Montana 
has been named superintendent of the Montana 
State Hospital at Warmsprings, Montana. 

since! 

Arnold Shamaskin, M.D., medical superinten- 
dent of the Montefiore Hospital Country Sanato- 
rium at Bedford Hills, New York, has resigned his 
position to accept the post of superintendent and 
medical director of the Jewish Consumptive Relief 
Society Sanatorium in Spivak, Colorado, on Octo- 
ber 1. 

ee 

Alexander, Arkansas—Plans for the modern- 
ization of the buildings of the McRae Memorial 
Tuberculosis Sanatorium for Negroes at Alexan- 
der, Arkansas include the building of a new unit 
to provide space for 100 beds and operating 
rooms. The board of trustees will apply for 
Federal aid to help finance the project. The new 
building and improvements will cost more than 
$200,000. 


een 

Helena, Arkansas—The new hospital at Helena, 
Arkansas is on the preferred list of projects for 
Arkansas which will be financed by the PWA. 
The building committee has raised its part of the 
building fund through cash donations and pledges 
and has made application to the PWA for a grant 
of $24,545 and a loan of $30,000. 

I EN 

Little Rock, Arkansas—The board of trustees 
of the State Hospital for Nervous Diseases, Little 
Rock, Arkansas, is planning to paint all the old 
red brick buildings white and to beautify the 
grounds. The trustees feel the good psychological 
effect of cheerful surroundings on patients and 
personnel will more than repay the necessary ex- 
pense. The cost to the hospital will be only $4,000 
for the material used; the labor will be furnished 
by the WPA. 


_— ——_—. 
Pine Bluff, Arkansas—Plans have b2en drawn 
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Doing Something About It 
One of the most overworked words used in 
academic studies of business practice is the 
word “cooperation.” <A lot is said about it, 
but so often little is actually done about it. 


However, there are some shining examples 
of highly intelligent cooperation. For in- 
stance, if you will analyze the reason for the 
success of business houses with long records 
of good will among our hospitals, you will 
find that the basis of that success is what 
can easily be recognized as a genius for co- 
operation. They make a sincere study of the 
working of their products in action in the 
hospital. Their own creative ideas find their 
wellspring in the actual conditions under 
which the products operate. 


Not so long ago a good salesman was one 
who could “unload” a product by persuasion. 
Today the good salesman is one who knows 
the full meaning of the word “cooperation” 
and does something about it. 
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for a new city hospital at Pine Bluff, Arkansas, 
which will cost $80,000. 


SRS 

Palo Alto, California—Plans are being com- 
pleted for the addition to the Palo Alto Hospital 
on the campus of the Stanford University, Palo 
Alto, California. A bond issue was approved re- 
cently to finance the construction of the new unit 
which will provide eighty additional beds for 
patient care. 


aiciaiaiealac cel 

Denver, Colorado—The preliminary work on 
the site selected for the new three-and-three- 
fourths-million-dollar central building for Fitz- 
simons General Hospital, Denver, Colorado, has 
been completed. Construction will be started im- 
mediately. The central building will consist of 
six stories and a basement, and have an overall 
length, running east and west, of from five to 
six hundred feet. The maximum depth of the 
building, north and south, will be two hundred 
fifty feet. Three floors of the building will con- 
tain six hundred beds for the hospital’s medical 
cases. The new building will also contain execu- 
tive offices, laboratories, and accommodations for 


other services. 
—_~<_—_ 


Denver, Colorado—Plans for a revision of the 
will of the late United States Senator Samuel D. 
Nicholson which would have provided approxi- 
mately $375,000 immediately for construction of 
new wings to the Presbyterian Hospital and the 
Denver General Hospital in Denver, Colorado, 
have been dropped by Edward D. Nicholson, son 
of the late senator. Under the terms of the will, 
after the death of the son, half of the million- 
dollar estate was to be used for a miners’ 
memorial in a Denver park. Mr. Nicholson pro- 
posed that only $50,000 of the trust fund created 
for construction of the memorial be used for that 
purpose and the Presbyterian Hospital and the 
Denver General Hospital be given $200,000 and 
$175,000 respectively for immediate use. When 
the petition was presented to the Lake County 
Court a number of lawyers, representing various 
persons, demanded that they be paid to give their 
consent. Mr. Nicholson said he would not allow 
the estate to be dissipated by paying “chiselers” 
for their consent to an arrangement which would 


be of such immediate benefit to the public. 
—_—______. 


Pueblo, Colorado—The state executive council 
of Colorado has authorized Dr. F. H. Zimmerman, 
superintendent of the Colorado State Hospital at 
Pueblo, to apply for a PWA grant of $540,000. 
This amount added to the $660,000 which will be 
allocated to the hospital from a state mill levy 
would make a total of $1,200,000 available for 
building purposes at the hospital. 


—<——__—. 
Lewes, Delaware—The new $100,000 annex to 
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the Beebe Hospital at Lewes, Delaware, was dedi- 
cated recently. The new building, which will in- 
crease the capacity of the hospital to 100 beds, 
has been named the Mary Thompson Annex, in 
honor of Mrs. Henry B. Thompson of Greenville 
and Rehobith Beach, one of the chief benefactors 
of the hospital. 


saa ak 

Chattahoochee, Florida—A branch hospital has 
been proposed to relieve the overcrowded condi- 
tions at the Florida State Hospital at Chatta- 
hoochee, Florida. A committee has been ap- 


- pointed to select a site for the new hospital. 


icatnigiliae la 

Hawkinsville, Georgia—The new R. J. Taylor 
Memorial Hospital, at Hawkinsville, Georgia, 
which was erected and furnished at a cost of 
$150,000, was dedicated and opened to the public 
recently. The new building, a gift from R. J. 
Taylor of Macon, formerly of Hawkinsville, to 
the city of Hawkinsville and the County of 
Pulaski, Georgia, was erected as a memorial to 
Mr. Taylor’s father and grandfather, both of 
whom were doctors, and devoted their lives to the 
practice of medicine in Hawkinsville and Pulaski 
County. 


a ee 

Pocatello, Idaho—Plans are being completed 
for the proposed $350,000 Bannock County Hos- 
pital to be built at Pocatello, Idaho. A request 
for a PWA grant of 45 per cent of the total cost 
of construction is to be sent to Washington; the 
remainder of the funds will be raised by the 
community. 


— 

Decatur, Illinois—Under the terms of Mrs. 
Allie Bobb’s will, the Decatur and Macon County 
Hospital, Decatur, Illinois, was left $90,000 in 
trust to be used for needy patients. 


sandenaieninioianine 

DeKalb, Illinois—According to the will of the 
late Verna Newsham of DeKalb, Illinois, the De- 
Kalb Public Hospital will receive $10,000 to be 
used to maintain a room for the free care of 
children. 


sicitiedillitedie 

Evanston, Illinois—A large well equipped 
physiotherapy room on the ground floor of St. 
Francis Hospital, Evanston, Illinois, was opened 
recently. 


ee ee 

Evanston, Illinois—The Evanston Community 
Hospital, Evanston, Illinois, is building an addi- 
tion to the hospital which will provide enlarged 
laundry space, a nurses’ dining room, and a new 
ward for patients. 


ee 
Geneseo, Illinois—The Geneseo City Hospital, 
Geneseo, Illinois, is starting construction on a new 
$15,000 addition. 


—_<___—_. 
Monmouth, Illinois—Schmidt, Garden & Erick- 
son, architects of Chicago, are designing plans for 
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the $85,000 addition to the Monmouth Hospital, 
Monmouth, Illinois. 


ERE tick 

Pittsfield, Illinois—The Pike County board of 
supervisors are considering plans for construc- 
tion and means of financing a new 30-bed county 
hospital at Pittsfield, Illinois. 


tile a 

Chesterton, Indiana—The Board of Trustees of 
the Porter Memorial Hospital, Chesterton, In- 
diana, is planning to erect a new $250,000 hos- 
pital. Preliminary drawings are in the course of 
preparation. 


Ora a abe 

Chesterton, Indiana—The board of trustees of 
the new hospital for Porter County, Indiana, has 
been authorized to select a site and prepare plans 
for the building of the hospital. The board has 
chosen “Porter Memorial Hospital” as the name 
of the new institution, in honor of Commodore 
David Porter, U. S. naval hero of the war of 1812. 
A request of a bond issue of $120,000 to finance 
the project will be presented to the county com- 
missioners and county council. 


‘nile 

Hammond, Indiana—The Welfare Association 
of St. Margaret’s Hospital, Hammond, Indiana, 
held its first “tag day” recently. The money col- 
lected is to\be used to purchase a fracture table, 
a cardiograph machine, and other modern equip- 
ment. The Association was formed in 1933 by a 
few public spirited citizens, “for the purpose of 
stimulating financial interest in the hospital.” 
Heretofore money was raised for needed hospital 
equipment through card parties and dinners but 
the Association feels that the community as a 
whole is interested in doing its part to help pro- 
vide better service for the patients. The success 
of the “tag day” proved that this is true. 


Washington, Indiana—The governing board of 
the Daviess County Hospital at Washington, In- 
diana, is planning to complete the second floor of 
the new addition. Application for a PWA grant 
to help finance the work, was approved by the 
county commissioners. Completion of the addi- 
tion, which will cost $20,410, will give the hospital 
a total of eighty beds. 


a ee 

Hampton, lowa—A modern electro cardiograph 
is one of several pieces of new equipment installed 
in the Hampton Lutheran Hospital, Hampton, 
Iowa. The hospital was remodeled recently and 
redecorated throughout. 


—— 
Ottumwa, Iowa—The three unfinished floors on 
the northeast wing of the St. Joseph Hospital, 
Ottumwa, Iowa, will be completed this summer 
at a cost of approximately $20,000. A new 
pediatric department, administrative offices, and 


social rooms for nurses are included in the plans. 
—< —__ 
Pella, Jowa—Plans fora community hospital 


128 





in Pella, Iowa, are to be presented to the citizens 
of Pella by the American Legion Community 
Hospital Committee. 


—_—__———. 

Meade, Kansas—Plans are being made for a 
$35,000 city hospital for Meade, Kansas, as a 
PWA project. Lorenzo Schmidt is the architect. 


pie tear 

Oswego, Kansas—The PWA will provide funds 
to help finance a new municipal hospital at 
Oswego, Kansas. The city voted $20,000 in bonds 
for its share of the cost. The hospital will replace 
a frame structure which was destroyed by fire 
several months ago. 


ve ee 

Quinter, Kansas—Citizens of Quinter, Kansas, 
have approved a plan to reopen the Quinter Com- 
munity Hospital. The hospital is under the 
supervision of the Quinter Church of the 
Brethren. 


ee ee 

Danville, Kentucky—Bids have been received 
on the initial portion of the construction work 
for the Chronic-Infirm and Reception Clinic 
Buildings at the Kentucky State Hospital at Dan- 
ville, Kentucky. The buildings will be of the most 
modern fire-proof design and will have a 500 bed 
capacity. It is estimated that the project will 
cost over $1,000,000. 


scccteceeiliiatals 

Paducah, Kentucky—The Riverside Hospital, 
Paducah, Kentucky, ‘will start construction on 
the new $180,000 building to replace the pres- 
ent three-story main structure. It will be of mod- 
ern design, of brick, steel, and concrete, and will 


accommodate one hundred patients. 
———_>—_—__ 


Hot Well, Louisiana—A bill to authorize an 
appropriation of $100,000 to build a hospital at 
Hot Well in Rapides parish, Louisiana, has been 
placed before the Louisiana House Appropriation 


Committee for consideration. 
canine 


Monroe, Louisiana—The plans for the new 240- 
bed State Charity Hospital which will be built in 
Monroe, Louisiana, in the near future, show a 
main building of three stories connected with two 
smaller structures which will be used for the hos- 
pital wards. A separate building will be erected 
for the nurses’ home, and another as an isolation 
ward for contagious cases. The hospital will 


have its own power plant, garage, and laundry. 
—$_$_——_—_—_. 


New Orleans, Louisiana—A fund of $60,000 for 
construction of an interns’ home at Touro In- 
firmary, New Orleans, as a memorial to the late 
Norman Meyer, prominent New Orleans cotton 
broker, has been donated by Mrs. Meyer. 


it Sn hdl 

Boston, Massachusetts—Contracts have been 
awarded for the new 13-story George White 
Memorial which is to be built at the Massa- 
chusetts General Hospital in Boston. The struc- 


HOSPITALS 





















Quer 4 Decades | ee Oe - Teed 


APES 




























ago the Aznoe’s Central Registry Ty 
for Nurses was conceived on the 
high plane of rendering a greater Nobody owe 
service to employees and em- 
ployers in the nurse and hospital 
field. Since that time, Aznoe’s 
has undoubtedly placed more employees than any other 
registry in America. 


die 9? 


PIONEER 
LEADERS 











Securing, as Aznoe’s does, the right position for each appli- 
cant and the right applicant for each position, takes greater 
pains, but in the long run, renders a greater service to all 
concerned. 


This is why Aznoe’s file of complimentary letters from em- 
ployers and employees alike is filled with heart-felt appre- 





ciations. 


You, too, can use this su- 
9 perior, more enduring, type 
2) of service. Why not write 
Miss Ann Ridley, Managing 


Director, today and state 
your needs? 








CENTRAL REGISTRY FOR NURSES 


Established 1896. Executive Offices 826 
30 N. Michigan Avenue, Chicago, III. 














Snowhite Full-Fold Capes are 
available in all popular lengths 
and in many combinations of 





beautiful colors. Storm collar 
as pictured above, or military 
collar as pictured at right, 
are optional on all styles. 


They Stay Beautiful! 


. / Beautiful when new, Snowhite Full-Fold 
GHERMAN | ' Capes retain their beautiful appearance for 

COFFEE Pris. \ years. 

Ge SPECNS| The reason? Masterly tailoring of the mar- 

E ket’s choicest woolens! A simple formula— 


but consistently and conscientiously ad- 


| COFFEE | 





hered to! 
Write for information and swatches of your 
No extravagant claims—no special preferred colors. Sample capes sent free to 


blend for you alone. But coffee priced 
right that is going to please your pa- 
trons and increase your business. 
Backed by 55 years experience in 


supplying hotels and restaurants. je. a ‘ Garment Mfg. Co. 
John Sexton & Co.-Chicago-Brooklyn 
2880 N. 30th Street » Milwaukee, Wisconsin 


SEXTO ort MEMBER, HOSPITAL EXHIBITORS’ ASSOCIATION 


TAILORED UNIFORMS 


hospital executives. 











and HOSPITAL APPAREL 








August, 1938 





ture, which will cost $2,500,000, has been made: 
possible by a bequest to the Massachusetts Gen- . 


eral Hospital in the will of the late Mrs. Harriet 
J. Bradbury, a sister of Mr. White. 


vaiisd Sohal 

Boston, Massachusetts—Bids will be opened on 
or about July 4 for the construction of the §$2,- 
000,000 United States Marine Hospital at Brigh- 
ton. A group of eleven buildings, constructed 
on a twenty-five acre plot, will include a seven- 
story structure to house patients and administra- 
tive offices. The new hospital will have facilities 


for close to four hundred patients. 
—_—__—_—_ 


Cambridge, Mass.—A financial campaign with 
a goal of $100,000 has just been concluded at Cam- 
bridge Hospital, Cambridge, Massachusetts. A 
total of $106,604 was subscribed, with only a 
small percentage of this sum designated as gifts 
for special purposes. The remainder will be used 


in the renovation of the present plant. 
——<— 


Newton, Massachusetts—A modern three-story 
nurses’ home, which will provide 122 single rooms 
for student nurses and supervisors is being 
planned for Newton Hospital, Newton, Massa- 
chusetts. The proposed structure will cost 


$350,000. 
—_——_g 


Ann Arbor, Michigan—The $400,000 Neuro- 
psychiatric Institute, authorized by the Michigan 
State Legislature, will be constructed as an addi- 
tion to University Hospital, Ann Arbor, Michi- 
gan. Plans are being made to start construction 


work on the new building this summer. 
—_—_—<>___. 


Battle Creek, Michigan—Donors have provided 
furnishings for the 42 private rooms at the new 
Community Hospital, Battle Creek, Michigan. 


arbihdliaiaedstaed 

Big Rapids, Michigan—The new addition to the 
Community Hospital at Big Rapids, Michigan, 
was dedicated and opened to the public recently. 


tele 

Detroit, Michigan—An increase of 575 hospital 
beds for veterans at Detroit, Camp Custer, and 
in the upper peninsula of Michigan has been pro- 
posed to the veterans’ hospitalization board at 
Washington. 


a ae 

Detroit, Michigan—A proposal that the PWA 
be asked for funds to finance a new 350-bed hos- 
pital adjacent to Herman Kiefer Hospital, De- 
troit, Michigan, is being considered by the Public 


Welfare Commission of Detroit. 
—_—_—>—____. 


Grand Haven, Michigan—A new $100,000 
municipal hospital is being planned for Grand 
Haven, Michigan. The PWA grant of $44,834 has 
been accepted by the City Council, and the tax- 
payers will provide the remainder of the $100,000. 


—_——< 
Grand Rapids, Michigan—With the installation 
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of new x-ray therapy equipment the moderniza- 
tion of the x-ray department at the Blodgett Hos- 
pital, Grand Rapids, Michigan, has been com- 
pleted. The new equipment runs to 200,000 volts 
and is of the latest design in flexibility and insula- 
tion. 


aN 

Ionia, Michigan—Formal application for Fed- 
eral aid to enable construction of a 50-bed hospital 
at Ionia, Michigan, has been made by the board 
of supervisors of Ionia County. 


se NAB ee 

Kalamazoo, Michigan—Dr. R. R. Morter, su- 
perintendent of the Kalamazoo State Hospital, 
Kalamazoo, Michigan, advises that work upon the 
$1,500,000 building program of that institution, 
which will provide for 850 more patients, will be 
started immediately. Four buildings are to be 
erected, including a $750,000 receiving hospital, 
two $250,000 infirmaries for men and women, two 
hundred beds each, and a $230,000 hospital for 
tuberculosis patients. The present hospital has 
2,760 patients. 


een eee 
Ypsilanti, Michigan—The new $160,000 addi- 
tions to the Ypsilanti State Hospital at Ypsilanti, 
Michigan, providing beds for 1,154 patients and 
raising the capacity of the hospital to 2,368 were 
dedicated and opened to the public recently. 


ssspunanaieiaiecaeess 

Duluth, Minnesota—St. Joseph’s Hospital, of 
Duluth, Minnesota, which was completed recently, 
has been opened to the public. The new 40-bed 
modern hospital was built to fill a need for addi- 
tional hospital facilities in Duluth. The opening 
of this hospital marks the completion of another 
project by the sisters of St. Joseph, organized in 
1650 at Le Puy in Velay, France, by Bishop Henry 
de Maupas. 


———_—_—>__—_. 
Belleville, Missouri—Construction of a hospital 


between East St. Louis and Belleville, Missouri, 
for tubercular patients has been approved by the 
St. Clair County board of supervisors. The hos- 
pital will cost $350,000 and will be financed by 
special taxes and a Federal grant of $157,000. 


—————+_—_. 

Cape Girardeau, Missouri—The contract has 
been awarded for the construction of the addition 
to St. Francis Hospital, Cape Girardeau, Missouri. 
The new unit will increase the bed capacity of the 
hospital 50 beds. 

—_—_<——_—. 


St. Louis, Missouri—The cornerstone of the 
new $1,250,000 Malcolm A. Bliss Psycopathic In- 
stitute, under construction at St. Louis, Missouri, 
was laid recently. The Institute will replace the 
observation ward at the City Hospital and pro- 
vide additional clinical and research facilities. 


—_—_—_—_—_ 

St. Louis, Missouri—Plans for rebuilding a part 
of the City Hospital, St. Louis, Missouri, are be- 
ing considered. The proposed new building would 
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mercial firms are more familiar. Finances, promotion, cred- 
its, collections, legal and legislative matters—in these and 
many other ways Hospital Exhibitors’ Association can offer 


New York City you expert aid. 
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We stand ready to serve. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 
Association. Address care of this magazine. 
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not increase the present 900-bed capacity of the 


hospital but it would modernize it and the im- ~ 


provements, it is hoped, would reduce present 
maintenance costs. 


pene SO, 

Sikeston, Missouri—Plans are being made to 
finance the building of a new hospital at Sikeston, 
Missouri, which will serve Scott, Stoddard, Mis- 
sissippi, and New Madrid Counties, the four coun- 
ties in this section without a hospital. 


deities 
Springfield, Missouri—The PWA has approved 
an allotment of $813,000 for the construction of 
an institution at Springfield, Missouri, for the 
treatment of borderline mentally ill criminals. 
The hospital-prison, an experimental institution, 
will be built on the 500-acre medical center 
reservation of the department of justice. 


Scteaiiiailinsniess, 

East Orange, New Jersey—Charles Lee, super- 
intendent of the Homeopathic Hospital, East 
Orange, New Jersey, announces that the work on 
the new three-story, $75,000 addition has started, 
and will be completed late in November or early 
in December. The addition will provide accom- 
modations for thirty-five more patients, increas- 
ing the capacity of the hospital to 155. 


pin i al 

Jersey City, New Jersey—Installation of equip- 
ment in the new $3,000,000 Hudson County 
Tuberculosis Hospital, Jersey City, New Jersey, 
has been completed and the hospital has been 
opened for patients. The new hospital, which is 
part of the Jersey City Medical Center, will ac- 
commodate 510 patients. Almost all of the rooms 
are for one or two patients; none have more than 
four beds. The section in which patients’ rooms 
are located, from the seventh to the fourteenth 
floor, is of setback construction providing a sun 
deck for each floor. 


eae eee 

Olean, New York—The new St. Francis Hos- 
pital, the latest achievement of the Sisters of St. 
Francis, was dedicated by the Most Reverend 
John A. Duffy, Bishop of the Catholic Diocese of 
Buffalo, on July 4. 


ae 

Banners Elk, North Carolina—A_ medical 
library is being established at Grace Hospital, 
Banners Elk, North Carolina in memory of the 
late Dr. Ronda H. Hardin, a member of the staff 


for many years. 
_ eG 


Columbus, Ohio—Mrs. Amelia Marks, eighty- 
four-years-old, turned the first spade of earth 
launching the construction of the Amelia and 
Julius Marks Addition to the Children’s Hospital. 
This unit was made possible through a gift of 
$150,000 from the Amelia and Julius Marks 
Foundation, established by Leo J. Marks and his 
sister, Mrs. Walter Franc in honor of their mother 
and father. 
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Columbus, Ohio—Plans for the construction of 
a three-story addition to St. Anthony’s Hospital, 
Columbus, Ohio, to cost $75,000, have been ap- 
proved. The new structure will be completed 


within eight months. 
———_—————. 


Massillon, Ohio—The Massillon City Hospital, 
Massillon, Ohio, has received the bulk of an estate 
of $136,000, under the terms of the will of Mrs. 
Mary E. Lyon Taggart. 


na RE 

Youngstown, Ohio—The new $250,000 addi- 
tion to the Southside Hospital, Youngstown, Ohio, 
is completed and moving into the new building 
was started on June 26. The new unit provides 
a new emergency room, new quarters for many 
hospital departments, and rooms for one hundred 
patients. Byron W. Stewart is the superin- 
tendent. 


——— ; 

The Dalles, Oregon—The $156,000 expansion 
program at the State Tuberculosis Hospital at 
The Dalles, Oregon, is practically completed and 
all new units will be in operation by August 1. 
It is expected that the next legislature will be 
asked for a grant for construction of a children’s 
building. 


es ee 

Aspinwall, Pennsylvania—The Veterans’ Hos- 
pital at Aspinwall, Pennsylvania, is planning a 
$900,000 addition, with facilities for the care of 
755 patients. 


silts 

Mt. Jewett, Pennsylvania—The Kane Summit 
Hospital at Mt. Jewett, Pennsylvania, is nearing 
completion and will be ready for occupancy by the 
end of August. This institution has some very 
interesting modern features. Among them is an 
automatic emergency lighting system, and a sep- 
arate heating system for the operating room, 
which can be turned to take the chill from the 
room without starting the boiler, which heats 
the entire building. 

All walls are finished near the top with glass 
brick which permits ninety per cent light to come 
through. The entire upper half of the operating 
room will be completed with glass brick. 

Dr. H. M. Cleveland is director of this new in- 
stitution. 


————~<e___—_ 
Fredericksburg, Texas—Work on the Dr. Vic- 
tor Keidel Memorial Hospital, Fredericksburg, 
Texas, has been completed and it will be opened 


within a few days. 
——_g>——— 


Spokane, Washington—Plans and specifications 
for the Shriners’ Hospital for Crippled Children, 
Spokane, Washington, have been released to the 
contractors by the architects, Rigg and Van Tyne. 
The building will cost $60,000, and will be con- 
structed of brick and concrete. 

(Continued on page 135) 
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POSITIONS OPEN—(Continued) 





THE MEDICAL BUREAU (Cont'd) 


quired including experience in administering cyclopro- 
pane; salary commensurate with qualifications. (b) 
Qualified and willing to assist in record department, small 
hospital; New England; $100, maintenance. No. 359, 
Medical Bureau, Pittsfield Building, Chicago. 


DIRECTORS OF NURSES—(a) To succeed woman who has 
held position for ten years; one of California’s leading 
hospitals. (b) General hospital, 200 beds, located in mid- 
dle west; bachelor’s degree required; master’s degree de- 
sirable; experience in handling personnel of around 150 
required; $225, maintenance. (c) Small hospital special- 
izing in pediatrics and affiliated for instruction in nurs- 
ing training with state university. No. 360, Medical Bu- 
reau, Pittsfield Building, Chicago. 


SUPERINTENDENT OF NURSES—To succeed woman who 
has held position for number of years resigning because 
of poor health; college-trained woman with some experi- 
ence in South required; graduate study in some phase of 
nursing desirable; present Capacity 200; expansion pro- 
gram now under way will increase to 400 beds; no train- 
ing school, although one being considered. No. 361, Medi- 
cal Bureau, Pittsfield Building, Chicago. 


DIETITIANS—(a) Therapeutic; three years’ experience in 
therapeutic diets required; 300-bed hospital; East; Sep- 
tember 1. (b) Chief dietitian; 250-bed hospital; state 
capital; West. No. 363, Medical Bureau, Pittsfield Build- 
ing, Chicago. 


TECHNICIANS—(a) Registered Medical technologist experi- 
enced particularly in medical chemistry; large teaching 
hospital. (b) Laboratory technician, experienced in x- 
ray; small hospital, vicinity New York City. No. 364, 
Medical Bureau, Pittsfield Building, Chicago. 


PHYSIOTHERAPISTS—Graduate nurse preferred; must be 
qualified to teach physiotherapy to student nurses; 400- 
bed hospital; midwest. No. 365, Medical Bureau, Pitts- 
field Building, Chicago. 


TUBERCULOSIS NURSE—Duties include charge of lung 
clinic; follow-up work on discharged cases from sani- 
tarium and tuberculosis pavilion of general hospital; must 
take active interest in skin testing, program of the 
schools, Christmas sale and early diagnosis campaign; 
will have several assistants; $135-$150; car furnished; 
West. No. 366, Medical Bureau, Pittsfield Building, Chi- 
cago. 








News Notes 
(Continued from page 132) 


Elkhorn, Wisconsin—The concrete frame work 
on the new four-story, $175,000 Walworth County 
Hospital, at Elkhorn, Wisconsin, is nearing com- 
pletion. It will be open for occupancy on Oc- 
tober 1. 


——~<>___—- 


Toronto, Ontario, Canada—The Board of Trus- 
tees of the Toronto Hospital for Sick Children, 
Toronto, Ontario, has formally accepted the offer 
of Charley Park, former official residence of the 
Lieutenant-Governor of Ontario. This $1,000,000 
residence was offered to the hospital by Premier 
Hepburn “without any strings attached.” 


—_—_p———_. 


Windsor, Ontario, Canada—The new five-story 
addition to the Hotel Dieu, Windsor, Canada, 
which will increase the bed capacity of the hos- 
pital 50 beds, has been dedicated and formally 
opened to the public. 


August, 1938 
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REMOVED 


e All hospitals know the importance 
of patient comfort 

e So wise hospitals are buying Ken- 
wood Blankets 

e Because Kenwood Blankets do pro- 
vide greater patient comfort _ 





Kenwood Blankets are satisfying thousands of 
users all over the country. If you are not already 
acquainted with the Kenwood Blankets made 
specially for hospital use, send in this coupon. 





KENWOOD MILLS, Contract Department, 
ALBANY, NEW YORK. 

Please send us information about the Kenwood Blankets 
made especially for hospital use. 
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